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Ts work of the mental hygienist in business or industry 

is analogous to that of the physical hygienist, and by 
way of introduction to my subject I should like to review some 
of the features of the work of a company physician—for he 
is really a physical hygienist. 

In the first place, the company physician’s work is essen- 
tially preventive. The purpose of even his remedial work is 
largely so. He gives first aid in order that a slight injury 
may not develop into a severe disability. He supervises and 
even treats communicable diseases in order to control their 
spread. To be sure, he does benefit the individual sufferer as 
well, but when the only benefit of treatment is to the indi- 
vidual, he is very apt to refer the problem to a private 
practitioner. 

Almost a part of this aspect of his work is the fact that he 
is interested in the group and its health and well-being as well 
as in the health of the individual. He measures his results in 
terms of group health. He is aware that the group is made 
up of individuals, and that their individual health is a large 
part of the health of the group, and yet he is interested in 
something more than just the individuals. He is concerned 
about the way in which the individuals contribute to the health 

* Read at the Business and Industrial Men’s session of Mental Hygiene Insti- 
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Hygiene, with the Saginaw Valley Mental Hygiene Committee and the Kalamazoo 
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or ill health of the group and the way in which the health of 
the group as a whole helps to determine that of its various 
members. 

A part of this concern about the health of the group is a 
concern about industrial hazards. The very fact that people 
are gathered together in large numbers and are working 
jointly on the same job and with the same machinery creates 
new dangers to the members of the group. The physician has 
to take these things into consideration all the time. And 
there are other industrial hazards to health as well, hazards 
that result from the physical environment in which the job is 
performed. Dust, high temperatures, industrial poisons, 
light, washrooms and toilet facilities, and innumerable other 
features of the physical environment are a constant concern 
of the industrial hygienist. He, therefore, works through 
management, pointing out what can be done to reduce the 
hazards and to eliminate them if possible. Where they cannot 
be eliminated, he does research into methods of protecting 
the workmen from the dangers. 

Another important characteristic of the work of the com- 
pany physician is that its purpose is very largely to promote 
efficiency in the organization and to reduce expenses. The 
absence of trained and skilled workers on account of ill health 
is costly to the organization; and when sickness results in 
labor turnover, the employment and training of a man to take 
the former workman’s place and the lowering of efficiency 
and even botching of work for which the new man is respon- 
sible until he has gained experience are a severe drain on the 
organization. Perhaps even more important—though diff- 
cult to measure—is the loss to the concern from people who 
are at work, but not at their best health. It is the job of the 
industrial hygienist to reduce all these losses to a minimum. 

I have talked about industrial hygiene in general by way of 
introduction, but when I come to talk about mental hygiene 
in industry, I shall have to talk largely about my own 
experience. Though a great deal of the work of all executives 
is really concerned with the mental health of those under 
them—although they do not often think of it in those terms— 
the number of people with professional training in mental 
hygiene who have been employed in industry so far is not 


? 


MENTAL HYGIENE IN BUSINESS AND INDUSTRY 179 


very great. In consequence, my illustrations will have to be 
taken largely from my own experience. I want to show you 
how analogous my efforts for mental health are to those of 
the company physician for physical health. 

And yet right at the outset there is one apparent difference 
which I want to discuss. Since the body and the mind are so 
closely related as to be almost one, it would seem at first sight 
that I should be a part of the medical service of my organiza- 
tion. But, as a matter of fact, 1 am not. I report directly to 
the general manager. There is a good deal to be said for 
either arrangement. The one other industrial psychiatrist 
whom I know is attached to the medical service of her com- 
pany. A good many colleges and universities nowadays have 
psychiatrists to look after the mental health of their students. 
In some instances, the psychiatrist is attached to the student 
health service, which corresponds rather closely to the 
medical service of an industrial organization. In other 
instances, he is attached to the dean’s office, and the dean has 
much the same work as the personnel director. So there is not 
any final word as to how an industrial psychiatrist should be 
related to the organization. 

I want to give you one argument in favor of the arrange- 
ment under which I work. This goes back to the concern of 
any hygienist about environment. As I pointed out before, 
the physical hygienist attempts to control the physical 
environment of the employees and to reduce the health haz- 
ards in this environment in every way possible. Now, in 
mental hygiene the environment that is important is the social 
environment in which the individual is found, the people with 
whom he is working, and, particularly, the bosses under whom 
he works. These make for mental health or mental illness. 
Therefore, I must be in a position to reach that environment 
—the working associates of the employees—if I am to be at 
all effective in protecting their mental health. 

To be sure, the other employees are a part of the physical 
environment as well and may be a threat to the physical health 
of their associates. A person with a sore throat may be a 
serious hazard. But by and large such people come rather 
automatically to the attention of the company physician, and 
it is to their own interest as well as that of their associates 
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that the threat be cleared up. On the other hand, the man who 
is a very serious threat to the emotional health of the people 
working with him may be entirely satisfied with himself and 
have absolutely no reason for seeking the help of the psy-. 
chiatrist. If the mental hygienist is attached to management, 
he can find occasions to come in contact with executives from 
all parts of the organization and thus have a chance to try 
to modify their behavior much more naturally than if he is a 
part of the medical service. At least that is the situation in 
my organization, where the medical service is not a part of 
the organization at all, but is maintained by a mutual-aid 
association of employees. Often, in a manufacturing organi- 
zation there are processes that create greater health hazards 
than are found in a department store. In such plants the 
company physician has to take a much more active part in 
management planning, and a psychiatrist attached to his 
office might be in a position to reach the social environment 
very effectively. 

Let us take up some of the other characteristics of the 
hygienist and see how they apply to mental hygiene as well 
as to the prevention of physical ills. As I said, the hygienist’s 
work is essentially preventive. I feel that this is decidedly 
true of the work of a psychiatrist in a business or industrial 
organization. I emphasize this because people are apt to 
think otherwise. Many who ask me about my work want to 
know where I get my cases, and by this they mean patients 
who exhibit maladjustments. Ideally, I should not have any 
patients, just as ideally the physical hygienist should not 
have patients. He should be preventing them. And I feel 
quite strongly that, when an employee is so seriously mal- 
adjusted as to require the services of a psychotherapist, such 
treatment is not the responsibility of the firm. This does not 
mean that the industrial psychiatrist should not do first aid. 
There are apt to be a good many employees whose efficiency 
on the job is lowered by an emotional disturbance that is not 
too deeply rooted and who can be brought up to greater 
efficiency in one or two interviews with a psychiatrist—to the 
profit of the organization. 

However, more often these people with minor maladjust- 
ments can be benefited more easily and effectively through a 
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modification of the environment in which they work than 
through direct treatment. In other words, the psychiatrist 
can as a rule work more effectively through the supervisor 
of a problem employee than directly with the problem him- 
self. But I will get to this in greater detail when I talk about 
methods of bringing mental hygiene into an organization. 

I spoke of the concern of the physical hygienist in the health 
of the group. This is even truer in the work of the mental 
hygienist. It is the group and the interplay between it and 
each of its different members that are his concern. I said a 
moment ago that ideally the mental hygienist in an organiza- 
tion should not have patients. By that I mean that ideally 
he should not work with problem individuals. The individuals 
in the organization should not need his help with personal 
problems if his preventive work is adequate. (Please under- 
stand that I am talking only about an ideal situation.) But I 
could just as well have said that the organization as a whole 
is the industrial hygienist’s patient. Just as the psychiatrist 
engaged in private practice attempts to bring about unity 
and to eliminate conflicts within the individual, so the indus- 
trial psychiatrist attempts to facilitate codperation and to 
reduce misunderstandings and cross-purposes within the 
organization as a whole. 

There is one other point of similarity between the work of 
the psychiatrist in an organization and the work of the com- 
pany physician which I have not mentioned—and that is that 
both are more concerned with minor than with major disturb- 
ances. We do not expect the physician to be interested only 
in tuberculosis, cancer, and appendicitis. We know that the 
common cold is in the aggregate an enormous economic drain 
on the country, and medical foundations have spent thousands 
of dollars in an effort to control such a ‘‘minor”’ illness as 
this. We know that the small cut or scratch may have very 
serious consequences, and the company physician is con- 
stantly exerting pressure to see to it that even the slightest 
injury gets prompt and correct treatment. But for some 
reason, if we hear the word psychiatrist, we think of screaming 
maniacs behind bars, or of funny stories about insane people 
who think themselves to be fried eggs or cracked corn, or, at 
the very least, of split personalities, amnesias, or dramatic 
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cures of hysterical illnesses. We assume that the psychiatrist 
is interested only in the mental illnesses that correspond to 
diabetes or pneumonia. 

As a matter of fact, this is a very wrong picture of the 
psychiatrist. We psychiatrists escaped from the mental 
hospitals at least twenty-five years ago and since that time 
have been very much interested in learning how to help the 
common colds and pinpricks of the mental life. And this is 
particularly true of the psychiatrist who is working in an 
industrial organization. His principal concern is to reduce 
the petty annoyances which are small in themselves, but, 
which in the aggregate cost enormously in loss of efficiency 
and inadequate codperation. The little worries that keep a 
man from putting his whole mind on the job; the humiliation 
from some thoughtless behavior by the boss, or from some 
unnecessary regulation that sets up needless distinctions; 
feelings of inferiority and self-consciousness that make it 
difficult for a subordinate to tell his superior what the latter 
really must know if he is to come to correct decisions; antag- 
onisms that spring up between two people from deep-lying 
personality peculiarities—these are the things that a mental 
hygienist in an industrial organization concerns himself with 
and attempts to minimize. And, in the aggregate, these things 
may determine the success or the failure of an organization. 

I want to talk now about the way in which a psychiatrist in 
a business organization attempts to carry out his purpose. 
Here, again, his work is quite analogous to that of the com- 
pany physician. Like the latter, he first of all attempts to 
influence the mental health of the organization through hav- 
ing a hand in the selection of the people that come into it. 
The company physician wants to examine all candidates for 
employment in order to keep out those who are likely to break 
down on the job and also those who are likely to prove a 
hazard to others. The psychiatrist is equally concerned with 
these. His emphasis in rejection is on eliminating people who 
are likely to have a bad influence on others rather than those 
who are actually mentally unfit. The people who suffer 
mental breakdowns at work are not the serious mental-health 
problem in industry. 

For some time I interviewed all our candidates for execu- 


‘ 
& 
} 


MENTAL HYGIENE IN BUSINESS AND INDUSTRY 183 


tive training who had passed a preliminary selection, and one 
of the things that I tried to determine in every case was the 
capacity of the candidate to learn to handle other people well. 
Most of our candidates for executive positions are young 
people with very little previous work experience and almost 
none in positions of executive responsibility. So it is native 
capacity to learn to understand people and to treat them like 
human beings rather than proved ability that we must look 
for. Within the past few days our personnel director made 
the statement that the ability to adapt to other people is a 
quality on which we must accept no compromise in selecting 
our executive material. 

But the work of the psychiatrist does not stop with the 
recruiting of the personnel. His more important job is with 
those already within the organization. As I indicated earlier, 
there are some situations that call for his direct treatment. 
These are people whose difficulties do not have very deep 
roots and who can be made more useful in the organization 
with a few treatments. It is desirable and almost necessary, 
if a psychiatrist is to work directly with such a person, that 
he come himself for help. If the psychiatrist seeks him out or 
even if his colleagues urge him very strongly to see the 
psychiatrist, this can mean to him only that he is regarded 
as queer—or worse. 

Fortunately, however, most of the mental-health problems 
that crop up in business do not call for treatment by a psy- 
chiatrist. They are problems well within the limits of the 
normal and they can be handled with entire satisfaction by 
the supervisor, provided he himself has an understanding of 
the fundamental principles of mental hygiene and is able to 
carry them out. This is where the professional mental 
hygienist comes in. It is his responsibility to help the super- 
visor who has under him an individual who is a problem to 
understand why this person behaves as he does and to modify 
the handling of him in order to get around the difficulties. 

The most effective way to do this, in my opinion, is not by 
lectures and study outlines and all that sort of thing. At 
best this will give only an intellectual generalization which 
the supervisor will have difficulty in applying directly to the 
individual problem, and at worst it will merely provide 
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executives with a new set of names to call their subordinates. 
The effective way for the psychiatrist to work is through fre- 
quent conferences with the supervisor about the specific prob- 
lem. He should encourage the supervisor to tell him in 
detail just how the man behaved in given instances, just what 
the circumstances that called forth that behavior were, and 
just how the supervisor attempted to handle the difficulties. 
He can then—more by questioning than by explanation—help 
the supervisor to look at the annoying behavior from all sides 
and to put himself in the other man’s place. In so doing, new 
ways of handling him will occur to the supervisor and he can 
try these out, reporting back to the mental hygienist from 
time to time what the results are. 

The psychiatrist, with his extensive background of knowl- 
edge about human nature, is able to ask questions that throw 
new light on the behavior of the subordinate, and in the 
course of these conferences he learns a great deal about the 
supervisor. He discovers complexes and emotional blockings 
which make it difficult for the supervisor to behave in any 
but certain predetermined ways toward those under him, and 
he can encourage him to ask questions about himself that will 
enable him to break away from those old patterns and to 
meet the situations that develop in his work in more varied 
and appropriate ways. 

If the psychiatrist works in this way, he will not only help 
the supervisor in the handling of the particular problem he 
brings to him, but, through his increased understanding of 
both himself and other people, the supervisor will handle 
more effectively all the other people under him. The next 
time a problem arises, he will have had some training in 
thinking the situation through. He will be apt for a time to 
see the same explanation for every difficulty that comes up; 
but, if he continues to consult with the psychiatrist, he will 
gradually learn the great variability of the causes that lie 
behind emotional maladjustments and his skill in improvising 
new methods for meeting this variety will continue to grow. 

It is through such case-work with supervisors and execu- 
tives that, I believe, a psychiatrist can exert the greatest 
influence for good in an organization. But this is not the only 
method. While the most important influence on the emotional 


4 
: 
i 
5 
‘ 
4 
q 
| 


MENTAL HYGIENE IN BUSINESS AND INDUSTRY 185 


environment of employees is the personality of the immediate 
supervisor, general personnel and other operating policies 
also have a significant effect. Management is constantly 
making changes dictated by varying conditions outside the 
organization, which it must meet. These decisions are made 
logically and impersonally, but invariably they have their 
effects on individual personalities down the line. They affect 
the workman’s relationship to his job or to his fellows. In 
ways that management is entirely unaware of, they affect his 
estimate of himself and of his importance. Change itself is 
a threat to most people. Management, wrapped up in the 
logical necessity for its decisions, is often—I might say 
usually—astonished and baffled by the response of the people 
down the line to these decisions. They seem to be almost 
wholly unpredictable and to have no logic in them. As a 
matter of fact, they do follow the laws of cause and effect. 
But the causes and effects are within the realm of the emo- 
tions and not of the reason. It is the job of the mental 
hygienist in an organization to know how people feel about 
their jobs in order that he can predict how they will feel 
about changes in their jobs, to advise management on these 
matters, and to help it to introduce changes in such a way that 
the sentiments aroused will be favorable. 

If the mental hygienist is to do this, he must have an inti- 
mate and continuing knowledge of how the people down the 
line feel about the details of their jobs and their relationships 
to other people in the organization. He gets this by listening 
to as many people as possible and as often as possible, and by 
encouraging them to talk. His professional training is 
largely concerned with interviewing and interpreting what 
people say in interviews, and this is put to the service of the 
organization when he becomes an industrial psychiatrist. He 
can use this training, however, only if he is not involved 
directly with administrative responsibilities and if he is 
always free to protect the individuals who are sources of 
information. It is very important that he know in detail 
what people do and think, but it is even more important that 
nothing in his relationship could possibly be misconstrued as 
espionage. He must report the results of his research in the 


‘J 
2 
4 
& 


186 MENTAL HYGIENE 


form of general conclusions and recommendations, not as dis- 
cussions of individuals. 

There is one thing more that I want to say, and it is very 
difficult to say this without being misunderstood. I have 
emphasized in this discussion the fact that the justification 
for mental-hygiene work in industry is that it promotes effi- 
ciency in an organization. That is true; and, as I said before, 
there would be no justification for the employment by an 
industrial organization of a mental hygienist if his only func- 
tion were that of helping individuals solve their problems. 
Nevertheless, I am a physician and, as a physician, my per- . 
sonal concern and satisfaction is in using my professional 
training to help individuals. There is no conflict here. In 
the long run it is the individual who must be helped if the 
efficiency of the organization is to be improved. 

I am very glad that this is so. If it were not, I should 
be able to get no real satisfaction from my job. The point of 
this is that I believe that most business executives really feel 
much the same way, but it is not good form at the present 
time to admit it. H. L. Mencken and Sinclair Lewis and the 
rest of that tribe did such a thorough job of debunking busi- 
ness idealism a decade and a half ago that business men of 
the present day are afraid to admit that interest in the wel- 
fare of their employees can have any motive in addition to 
that of pure profit-seeking, lest they be thought hypocritical. 

I think it is hypocritical to pretend that the profit motive is 
not reinforced by simple human interest in other people. I 
think this is important, because unwillingness on the part of 
a business leader to admit that he is interested in making his 
plant a pleasant place in which to work—not only because it 
will increase profits, but also because he himself, like his 
employees, gets satisfaction out of being connected with a 
pleasant place in which to work—interferes with realistically 
thinking through methods of achieving that purpose. 

I am not for a moment decrying economic motives. People 
study medicine for economic motives. But if only economic 
motives were acknowledged by physicians, the discussions at 
medical conventions would not have advanced the art to its 
present state. Can you imagine a surgeon saying to his col- 
leagues: ‘Boys, I’ve got a new operation and it is a whiz! 
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It cuts down overhead by 15 per cent and at the same time 
enables me to jack up the fees by 25 per cent.’’ No—they 
discuss their new achievements in terms of benefit to the 
patient. Not that they don’t expect to get a living out of their 
work. Occasionally they will say about some new procedure: 
‘¢ And, incidentally, this is a help to the physician as well, 
because by reducing the patient’s other expenses, it enables 
him to pay his doctor more promptly.’’ More often, how- 
ever, in their scientific discussions, all take it for granted that 
they have an economic interest in their work. I am willing 
to grant that the primary object of the business man is to 
make a profit, provided it is understood in discussions that 
we both take for granted that he is also interested in the 
human satisfaction of the people who work with him. 

But at the present time business men won’t admit the truth 
of that assumption. Often I have seen a business man dis- 
cuss personnel plans to make his employees happier, literally 
with his eyes sparkling, and then suddenly catch himself, 
remember that he is a business man with a role to act, and 
say: ‘* Well, of course, I am interested in this only because it 
will increase profits.’’ 


This is hypocrisy and, like all hypocrisy, it stands in the 
way of sound planning and action. 


AN EXPERIENCE IN TESTING INDIAN 
SCHOOL CHILDREN 


GRACE ARTHUR, Pu.D. 
Amherst H. Wilder Child Guidance Clinic, Saint Paul, Minnesota 


| sonata successive years of experience in a child-guidance 

clinic, I have become increasingly dissatisfied with the 
results obtained for Indian children with the psychological 
scales in general use. Intelligence quotients are obtained and 
recorded, but seem to have little value as a basis for predict- 
ing what these children can do in life situations. After 
inspecting some of these scores, I decided to try the effect of 
omitting the two poorest tests of Form I of the point scale of 
performance tests. It was found that the remaining tests of 
the scale yielded a rating that seemed to offer a more satis- 
factory basis for prediction of what Indian children can do 
with adequate training and motivation than any other scale 
that had been used in this clinic. 

A trip to Haskell Institute gave me an opportunity to try 
out this revised scale on Indian high-school students. Every 
one was most codperative. As the study was one of Indian 
response, no student with less than 50 per cent of Indian 
blood was included. Students were selected from ten different 
tribes in order to see whether the revised point performance 
scale would be useful for Indian students from different parts 
of the country. 

Each student was examined first with the revised Form I 
of the point scale of performance tests, and then with the 
1916 edition of the Stanford-Binet scale, using Terman’s 
correction to yield added mental-age units at the upper levels. 
A maximum chronological age of fifteen years was used in 
calculating intelligence quotients for both scales. On the 
Binet scale, the median I.Q. for twelve students was 92. On 
the revised performance scale, the median I.Q. was 129. The 
brightest boy of those examined earned an I.Q. of 120 on the 
Binet scale, and of 174 on the revised point performance scale. 
He was a full-blooded Indian. He had an excellent educa- 
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tional foundation, and was entering high school at the age 
of twelve. 

Three hours were allowed on my schedule for each examina- 
tion, although two and one-half hours often were sufficient. 
It takes time to give a psychological examination to an Indian 
student. If an examiner is too busy or too impatient to give 
the time necessary for an adequate examination, it would be 
better to give none, as the results are likely to be misleading. 
The extra time was not spent by these students in the per- 
formance of tasks. It was spent in making sure of the 
accuracy of the intended response, and in planning to avoid 
possible error. In the one test of the scale that is primarily a 
speed test, every one of these Indian students reached or 
exceeded in speed the averages established by the white 
students with whom the scale was standardized. 

The Indian boys and girls were friendly, spontaneous, and 
delightfully courteous. In the Knox cube-tapping test, the 
examiner touches each of four small cubes with a fifth cube, 
and then places the fifth cube in front of the person being 
examined, for him to use in repeating the series. White 
children, after repeating the series, usually place the fifth 
cube on their own side of the table. Each of these Indian 
students, however, reached across the table to place the fifth 
cube in a position convenient for me. 

A code test, which I had demonstrated in a form that was 
correct from the position of the student, was carried out by 
one girl so that it was inverted from her point of view, in 
order that it might be right side up for me. When I looked 
surprised, she explained that as I had been nice enough to 
draw it upside down from my point of view so that it would 
be right side up for her, she was returning the courtesy. After 
a week of this kind of experience, I was not surprised to hear 
a teacher say that the most effective way to correct any kind 
of undesirable behavior in these girls was simply to tell them 
that it was not in good taste. 

Results with the Kohs block-design test were astonishingly 
good. Difficult patterns that our white high-school students 
often are unable to copy within a four-minute time limit were 
reproduced in less than the required time by the majority of 
this group. On the Binet scale, many responses indicated 
clear insight into the emotional verities. ‘‘Envy is hate. You 
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don’t like somebody because they do something better than 
you.’’ It was interesting that in this group envy was always 
described as a reaction to superior skill, never as an emotional 
response to greater material possessions. 

As I went back and forth between the school building and 
the dining hall, I passed the music building. There were 
always groups of students spending their free time practic- 
ing. I heard all the popular music of the moment. It was 
played accurately, and with a skill that did great credit to 
their teaching. But it had undergone a subtle change. Some- 
thing we feel to be hysterical and unwholesome had gone out 
of this jazz. A faint shift in rhythm had changed it into 
Indian music. It sounded healthy and invigorating. If one 
of these groups were encouraged to go on tour and to 
play in their own fashion, I think they would meet with real 
appreciation. 

When I left Haskell Institute, I was aware that I had 
become acquainted with a group of interesting individuals 
possessed of skills and aptitudes that could make them an 
invaluable asset to any community. 

With this as a beginning, I went on for further experience 
with the revised point performance scale and Indian student 
groups. I accepted an invitation to visit the Indian Health 
Camp at Ponemah, on the Red Lake Reservation in Minne- 
sota. The Indians on this peninsula are primitive and inde- 
pendent. They are pagan. They feel that their mode of life 
is good, and are said to have given missionaries a sincere 
invitation to stay away. But they have a school supported by 
government funds, a health camp in summer, and a W.P.A. 
nursery school for their pre-school children. Their children 
are protected against trachoma and tuberculosis in the health 
camp, are taught to read fluently and understandingly in their 
excellent school, and learn to consume vitamins and to speak 
English in the nursery school. Hovering near the edge of the 
nursery-school group, there is always a silent, unobtrusive 
Indian woman—mother, sister, aunt, or other adult relative of 
one of the nursery-school children. She is there to see that 
they are not hurt or made unhappy. These people love their 
children and never punish them. During the week I was with 
them, the children seemed to me to be astonishingly good. 

In selecting children in the health camp for testing, the first 
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choice again was given those with the highest percentage of 
Indian blood. Many of them were of full blood, with limited 
English and no experience of any life outside their lake and 
forest environment. By working from eight o’clock in the 
morning until 8:30 at night, it was possible to examine twenty- 
two children during my stay at Ponemah. This was not so 
fatiguing as it sounds. The children were shy at first, but 
they were friendly and quickly became at ease. They were 
spontaneous, full of laughter and, it seemed to me, much more 
alive than the city-bred children that I see. Their increased 
awareness was a constant source of entertainment to me. 

One day when I was going through a routine test procedure, 
I started to touch a wrong block. The motion was checked 
almost before it was begun. I am sure none of my adult 
friends, and probably none of our clinic children, would have 
detected it’ But glancing up, I found myself looking into a 
pair of black eyes brimming with laughter. This nine-year- 
old was apparently fully aware not only of the error, but of 
the fact that I thought it had been checked too quickly for 
her to have sensed it. Ears were as keen as eyes. It was 
never necessary to repeat instructions, or to urge these 
children to ‘‘look’’ or ‘‘listen.’’ 

The Ponemah children ranged in chronological age from 
five years, four months, to thirteen years, eight months. 
There were eight boys and fourteen girls. The larger number 
of girls was accounted for by the fact that the girls played on 
the porch outside the examining room and whenever a child 
finished his examination and departed, a crowd of little girls 
was always on hand, each clamoring for the next turn to 
‘‘play games.”’ 

The median Binet I.Q. for this group was 83.5. The median 
1.Q. on the revised point performance scale was 89.5. For 
the lower chronological ages, the two ratings are much closer 
together than at the higher levels. With additional school 
training and wider environment experience, the performance 
scale ratings tend to increase. This is not surprising. For 
the younger children the Healy Picture Completion Test I 
presents few familiar situations. They all recognized the 
chunk of wood as belonging on the ground beneath the end of 
the sawed log, but picking apples, birds in cages, chicken 
fights, and footballs are outside their ken. As for the 
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frightened boy running from a dog, nothing less than an 
eclipse of the sun could send them into such a panic, except 
Santa Claus. A treat provided for the nursery-school chil- 
dren the previous Christmas had included an adult white 
friend dressed up as the popular saint. These children are 
not given to fear, but when they glimpsed this apparition, 
they stampeded. 

The Ponemah children whom I examined resembled the 
Haskell students in their cautious approach to a new task, 
their unwillingness to take a chance with a response of which 
they were not entirely sure, and their definition of envy as 
coveting another’s skill rather than material possessions. 

The Binet results for this group were invalidated not only 
by limited environmental experience, but by limited English, 
as most of them heard English spoken only in school. 
Although the ratings on the revised point performance scale 
were somewhat higher, they, too, failed to express the 
adequacy of response obtained from all but a very few of 
these children. Only for the children of six or seven years of 
school experience did the performance tests yield results at 
all comparable to those obtained with the Haskell students. 

The following spring I returned to Red Lake to obtain 
some ratings from upper-grade and high-school pupils. Here, 
too, testing conditions were as ideal as they had been at 
Haskell and Ponemah. The boys and girls in early adoles- 
cence, however, proved to be more shy and less responsive 
than either the younger children or the older students. They 
were friendly, but lacked self-confidence. Here, too, no 
students were selected for examination who were registered 
in the agency census as having less than 50 per cent of 
Indian blood. The atmosphere in this school was delightful. 
I had never before seen pupils treated with so much respect. 
The pupils responded by behaving with dignity. I often saw 
them lining up near an outside door waiting for the signal to 
pass to another building. Big boys and girls were on the left 
side of the hallway, smaller ones on the right. There was 
freedom to laugh and talk, but the voices were pleasantly 
modulated and there was no crowding or pushing. 

With the high-school pupils I found the same tolerant 
humor that I have learned to expect from my adult Indian 
friends. One brilliant boy, in giving the difference between 
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laziness and idleness during the Binet examination, said with 
an amused smile, ‘‘ Laziness is sort of natural, but idleness is 
more accidental: you don’t happen to have anything to do.’’ 
In the same test, another pupil, in comparing poverty and 
misery, said: ‘‘Poverty, you haven’t got anything. Misery, 
you are disgusted with what you’ve got.”’ 

One girl had been somewhat defensive at the beginning of 
the examination. When she had finished, she gathered up the 
pencils, which had grown somewhat dull with use, took them 
to the pencil sharpener near the window, sharpened them, 
laid them before me on the table, glanced at me to make sure 
that I understood this wordless apology, and quickly left the 
room. With the continual traffic in words of our present 
civilization, it is restful to be with people who can, upon 
occasion, do business so comfortably without them. 

When results from the three groups—Haskell Institute, 
Ponemah, and Red Lake—were combined, it was found that 
twenty-one high-school students and thirty-one grade-school 
pupils had been examined. It was a surprise to find that the 
proportion of individuals that were full-blooded or almost 
full-blooded Indians was the same for both groups. In each 
group 70 per cent of those examined had no white blood or 
were not more than one-fourth white. 

The twenty-one high-school students earned a median I.Q. 
of 94 (Qui, 88; Qe, 94; Qs, 96.5') on the Stanford-Binet scale. 
This agrees with other reports of tests of Indian groups. But 
it is only part, and perhaps the least important part of the 
study. On the revised point scale of performance tests, these 
twenty-one students earned a median I1.Q. of 126 (Q:, 112.5; 
Qe, 126; Qs, 142). 

The thirty-one grade-school pupils earned a median 
Stanford-Binet I.Q. of 83 (Q:, 71; Qe, 83; Qs, 92) and on the 
revised point scale of performance tests a median I.Q. of 90, 
(Q:, 80; Qe, 90; Qs, 100) in spite of limited English and lack 
of acquaintance with the situations that form the background 
of the tests. 

These fifty-two individuals have helped to acquaint me with 
a different culture from the one with which I am surrounded. 
Their attitudes are those of a people in close touch with 


1Q, is the halfway point between the lowest score and the median; Q, is the 
median; and Q, is the halfway point between the median and the highest score. 
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reality. Their courage may be the result of a fatalism which 
assumes that you cannot die before the appointed time or live 
beyond it. This same fatalism may well account for an indif- 
ference to the health rules that our city populations nervously 
observe. At no point in any of these examinations did I get 
any indication of acquisitiveness, or of pleasure in the posses- 
sion of material things other than the satisfactions to be 
derived from their immediate use. I gained the impression 
that the present moment is of paramount importance. The 
past is gone, and the future may never be. I gathered that 
the capacity to mind one’s own business is a major virtue; 
that a promise is to be kept; that one does not give one’s 
word lightly. Children are loved and enjoyed, and prized for 
their own charm, not for the secondary value of the credit 
they may reflect upon their family. 

As nearly as I could learn from talking with doctors and 
nurses, there is little mental illness, and the little that exists 
is organic rather than functional. A people who have cour- 
age, who can meet deprivation with dignity, who have per- 
spective in seeing themselves in relation to the universe, and 
who can extract the maximum pleasure from the present 
moment, are likely to be an emotionally comfortable people, 
not given to psychoses, suicide, or other exaggerated 
reactions. 

On the revised point scale of performance tests, the highest 
ratings were earned by students with the highest percentage 
of Indian blood. These ratings agreed with teachers’ estimates 
more closely than did the Binet. This scale appears to be 
useful for Indian students at high-school level. The results 
indicate that as compared with averages obtained from a 
middle-class American white population, the Indian boys and 
girls tested at high-school level are definitely superior. The 
Indian boys and girls tested at grade-school level were at less 
of a disadvantage on this scale than they were on the Binet, 
but probably failed to do themselves full justice owing to 
their lack of familiarity with many of the situations presented. 

The revised point scale of performance test is probably 
more useful than the Binet for Indian students, because it 
allows adequate time for change of mental set. There is no 
jumping from task to task. It rewards speed, but not haste, 
and has been rid of the two tests that tended to reward guess- 
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ing. It can be used for them until a better scale can be con- 
structed and standardized that will measure adequately the 
abilities of all Indian children from nursery school up. 

If the present findings are borne out by results from a 
larger number of cases, they should affect the vocational 
planning and training for Indian students. Rapid and accu- 
rate observation, keen insight, steady nerves, and good 
motor coérdination should enable these students to succeed in 
many fields that demand a high order of ability. 
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ADOPTION PROCEDURE AND THE 
COMMUNITY 


FLORENCE CLOTHIER, M.D. 


Psychiatrist, The New England Home for Little Wanderers, 
Boston, Massachusetts 


FAMILY’S first need is that there be children to care 

for and love. A child’s greatest need is to have parents 
to love him and care for him. Therefore, it would seem an 
obvious fulfilling of two fundamental needs to place those 
children who have no adequate parents in those homes in 
which men and women adequate for parenthood long for the 
joys and responsibilities that biologically they have been 
unable to achieve. 

That the two problems are not so simple as this statement 
might seem to imply is attested by the welter of literature, 
both professional and popular, on the subject of adoption. 
That there are complications involved in placing children 
with parents not biologically their own in evidenced by the 
need for laws to regulate the processes of adoption, and by 
the fact that there is constant agitation for more laws or for 
modifications of those already in effect. Even the best of 
laws can regulate only a small part of the tangled web 
of complications, practical and emotional, that are involved 
in a family’s taking a child not of its own blood and kin to 
care for and to rear. 

Popular writers reflect community interests and—let it be 
remembered—community opinions as well. The numerous 
magazine articles in the last few years on the subject of 
adoption indicate that people are interested in it. The avidity 
with which these articles are read and discussed is evidence 
that the community wants to be informed about the processes 
of adoption. The direct or implied complaints against pro- 
fessional adoption agencies voiced in popular articles can- 
not be dismissed as unjustifiable aggression against social 
workers. These complaints must be regarded as confirmation 
of what we already know—namely, that our work in the field 
of adoption, for all our legal, literary, and psychological 
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manuscripts and our wordy records, is blind, slow, and stum- 
bling. We can, however, take comfort in the thought that in 
our adoption procedures we are trying, with what intelligence, 
tolerance, and flexibility we have, to meet the complex con- 
scious and unconscious needs of at least three different per- 
sonalities—the natural mother, the child, and the adoptive 
parent. Each of these individuals represents a constellation 
of conflicts against a background of community attitudes dif- 
ferent from those faced by the legitimate child in his own 
family. 

A paper presented by Mary Frances Smith, in June, 
1939, at the National Conference of Social Work in Buffalo, 
Adoption as the Community Sees It,’ is proof that social 
workers are ready to give ear to the criticism society has 
to offer. A group of professional agencies in New York City 
that deal with the problem attempted to study the community 
attitude toward adoption or the ‘‘adoption sentiment.’’ Doc- 
tors and hospital workers, court officials, organizations work- 
ing with unmarried mothers, people engaged privately in 
adoption placement, and adoptive parents were all asked to 
express their views on various aspects of current procedure. 
Miss Smith’s paper summarizes some of the helpful criti- 
cisms that this inquiry brought to light. Attention to popular 
complaint, whether the complaint is justified or not, is an 
aid toward an effective understanding of the community and 
of the individuals served by social workers and agencies. 
The overconscientious zeal of professional agencies in avoid- 
ing known or presumed adoption hazards has tended to put 
them out of touch with the community. They have lost, or 
have failed to win, the rapport essential for the maximum 
use of adoption as a procedure in the care of dependent 
children. 
~sIn spite of the protection that adoption through an agency 
theoretically offers to the natural mother, the adoptive par- 
ents, and the child, many babies are placed privately by 
physicians or by nonprofessional agencies. Nonprofessional 
agencies, like quack doctors, do not shrink from publicity. 
This makes them easily accessible to those in need. Miss 
Smith suggested that adoptions without benefit of social 


1 This paper appears in Social Case-work with Children, edited by Jessie Taft. 
Philadelphia: The Pennsylvania School of Social Work, 1940. 
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work may represent the protest of unmarried mothers and 
prospective adoptive parents against current agency methods, 
or may occur because the agencies fall far short of providing 
children for all the families who want them. 

Nonprofessional adoption agencies flourish in many states. 
They flourish because they meet community needs that the 
professional agencies have not fully met. Like the quack 
doctor, they thrive because, optimistically, they dare to over- 
simplify what is complex. They keep their procedures simple 
by avoiding knowledge of any facts except the barest essen- 
tials. They maintain their optimism by the easy expedient 
of assuming no responsibility for the future of any of the 
parties concerned—the natural mother, the child, or the adop- 
tive parents. The quack doctor, in spite of the tragedies he 
may leave in his wake, is apt to be popular and, because he 
handles so many cases, he has more successes than we like 
to credit him with. The same thing undoubtedly holds true 
for some of the large nonprofessional agencies whose hap- 
hazard, inaccurate investigations and studies we deplore. 

The scientific and able physician not infrequently drives 
a patient away by his objective interest in the pathology of 
the case. The patient recoils from the physician’s scientific, 
complicated appraisal of him and turns to a quack who 
appears to be genuinely and exclusively interested in reliev- 
ing his immediate symptoms. The scientist who does not 
establish rapport—the sine qua non of treatment—is clini- 
cally defeated in spite of his knowledge of pathology and 
therapeutics. The quack’s strength lies in the fact that he 
senses what people want him to do for them, supports them 
in that want—which amounts to building up their self- 
esteem—and then gratifies the immediate want in so far 
as he can. 

The nonprofessional adoption agency (what might be called 
the quack agency) assures the natural mother of privacy and 
freedom from responsibility for her child. At a time when 
_ she is passive and dependent, it assumes the réle of the good, 
_kind mother who promises to do what is best for all econ- 
_eerned. The pregnant girl or the young unmarried mother 
is often only too glad to accept the freedom from future 
responsibility implied in the reassuring statement, ‘‘Of course 
it’s best for the baby and for you, too. You will always 
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be glad you have been a good mother and insured your baby 
such a fine opportunity in life.’’ This, for many distraught, 
scared young girls, is an easier immediate situation than 
that of having to face the ordeal of investigation and treat- 
ment at the hands of a professional agency. 


An illegitimately pregnant high-school girl from a Southern state came 
to Massachusetts to keep her pregnancy secret and to dispose of her 
baby through adoption. The children’s agency to which she applied 
assigned her case to a well-trained, but young and inexperienced social 
worker. This young woman’s excellent history and study revealed that 
the mother’s hereditary background was mediocre and her I.Q. 86. 
Nothing was known of the alleged father except that he was Greek. 

The social worker recognized at once that it would be difficult to place 
this client’s child for adoption, and she did not feel that responsibility 
for the dependent child should rest upon Massachusetts. She, therefore, 
plunged into working out, in codperation with an agency in the South, 
a plan for the return of the mother, after confinement, to her own home, 
the agency in the South to make arrangements for the care of the baby. 

On the face of it this seems like a reasonable plan, but the client, a 
frightened, disturbed young person, felt ‘‘let down.’’ She knew that 
in her small community the news that she had had a baby would soon be 
broadcast if both she and her baby returned to her own state. She had no 
confidence in either the wish or the ability of the social agencies to guard 
the privacy of her personal affairs. It is not surprising that she turned 
to a private physician, who assured her that of course a home could be 
found for her baby and that she could return to her own community 
as if nothing had happened. 

The physician’s haphazard placement might have turned out most 
unhappily. Had it gone through, the responsibility for a poor adoption 
would clearly have rested upon the social agency. That client’s immediate 
and first need from the social worker was assurance that her standing 
in her own intolerant community would not be threatened and that a 
plan would be made for her baby. After the client’s security on these 
scores had been firmly established, it would have been possible to work 
out a realistic plan for the baby’s future, and a rehabilitation or educa- 
tional or treatment program for the mother. 

As things finally turned out, the mother returned to high school in the 
South, while the baby has remained in the care of the children’s agency, 
to be placed for adoption if his early development proves normal. 


Social workers are apt first to bombard the client with 
questions, in the effort to complete their records. That 
accomplished, the bewildered, angry, bitter, or stupid girl 
may be given over to case-work, which, from her point of 
view, may merely mean that no one else will decide for 
her what she cannot or does not want to decide for herself. 
Instead of the bland, warm assurance that she is a wise 
mother, and that everything will be taken care of, and that 
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she need not worry, she finds that she must ‘‘face reality 
squarely,’’ must ‘‘take time to reach a mature decision about 
her baby’s future,’’ and, above all, that she ‘‘must be respon- 
sible’’ for that decision herself. It is not hard to understand 
why many illegitimately pregnant girls or young women, 
with the means to do so, turn to private physicians or to 
nonprofessional agencies for immediate help rather than to 
social agencies who attempt scientifically or psychiatrically 
to work out a long-time, sound plan that no one will ever be 
able to criticize. 

Many prospective adoptive parents also turn to the quack 
in the field of adoption, where their immediate need or 
want is given attention rather than the ultimate security and 
happy adjustment of some hypothetical baby. Even when 
the social worker finally produces a baby for their inspec- 
tion, usually some months older than the infant they origi- 
nally applied for, a note of uncertainty is introduced. They 
are assured that the baby has been O.K.’d by a psychologist, 
but that, although the child appears to be developing nor- 
mally, the agency cannot promise that he will be ‘‘college 
material.’’ 

No wonder that many adoptive parents, already doubtful 
and anxious about the step they are contemplating, turn from 
the austere agency whose investigation seems to them like 
an accusation. For it must be remembered that most pros- 
pective adoptive parents apply for a child because they have 
failed to produce a baby of their own. Failure in this all- 
important biological function is in itself a source of the 
deepest anxiety and insecurity. Such anxious, insecure par- 
ents must find comfort in the warmly sentimental greeting 
given them at many nonprofessional agencies. Here they are 
assured that a baby will be found for them, that their wish 
to have a baby is praiseworthy, that of course it will work 
out—with a lovely home and nice parents and a healthy 
child, why shouldn’t it? ‘‘And, after all, we know now it’s 
environment that counts.’’ To be spared the prelimiaary 
investigation, to get a young baby in a reasonably short time, 
with no social-worker strings attached to it, has, we know, 
tremendous appeal for individuals contemplating adoption, 
even in a community that theoretically believes in the maxi- 
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mum protection for the natural mother, the child, and the 
adoptive parents. 


Miss Smith’s study of community attitudes indicated that 
the period of temporary care customary with most profes- 
sional agencies was open to considerable misinterpretation 
and criticism. Many people question why, if the baby is 
to be adopted, he should not be placed at once in an adoptive 
home. To quote from Miss Smith’s paper: ‘‘Nearly every 
one saw the interest of the people involved best served if 
the baby is placed with his adoptive parents while he is still 
young enough to go through most of his physical and emo- 
tional adjustment in his permanent home.’’ Every well- 
trained social worker recognizes this, but most well-trained, 
responsible workers also hold back from immediate place- 
ments because they know that some knowledge of the child’s 
characteristics and early responses are valuable guides in 
selecting the right home for him. Also, the social worker’s 
feeling of responsibility toward the natural mother may 
hamper her early planning for the baby’s future in an 
adoptive home. 


Philip came to the attention of The New England Home for Little 
Wanderers at the age of eight weeks. He was a robust little illegitimate 
boy whose maternal grandparents refused to recognize his existence and 
would not permit him to come into their home. His mother absolutely 
refused to follow her family’s advice to give him up and asked The New 
England Home for Little Wanderers to find a foster home for him while 
she worked to pay his board. 

The mother was an intelligent, but immature, impractical person, whose 
school and work history gave evidence of her instability and unreliability. 
Philip’s social worker recognized at once that in his mother’s custody 
there would be little security for Philip. In view of the mother’s 
attitude, in which she reflected, toward the social worker, her hostility 
to her own mother, there was little choice except to offer Philip the best 
possible care. At the same time the visitor maintained an active contact 
with the mother in the hope of increasing her ability to work out and 
carry out a realistic plan for the baby’s future. 

For about a year Philip remained in a foster home, carefully supervised 
by the social worker and accessible to visits from the mother. In common 
with many babies who have not the security of an own, permanent home, 
his intellectual and social development were somewhat retarded. When 
he was examined by the psychologist at the age of fifteen months, she 
remarked that, though he showed ‘‘promising traits,’’ his motor and 
language development were slow. 

During this year Philip’s mother changed jobs several times. The 
visitor usually saw her once a week and sometimes oftener. When the 
mother was out of work, the visitor helped her find new jobs, but at the 
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same time pointed out to her the disastrous effects that her inability to 
see a program through would have on Philip. Often the mother treated 
the visitor with frank hostility, but she trusted her and always came back. 

When Philip was eleven months old, his mother again lost her job, 
and wrote the following letter to the social worker: 

**Dear Miss C.: 

**T’ve lost my job and it has taken one long heartrending week to 
decide on one thing and that is to turn Philip over for adoption. Will 
you arrange it, please? I saw him for the last time Saturday after- 
noon. I couldn’t bear to handle or love him very much. I love him so 
very much, but I’m the last person in the world who is fit to bring that 
wonderful boy up. 

**Please don’t feel too hard and disgusted toward me. I’ve fought 
a bitter, but clean, fight from the beginning, but way down deep I’ve 
known it was a losing fight. No sane person can condemn a child to 
a life of illegitimacy. We talked it over, remember, and we agreed 
that my love would perhaps overcome that. But it couldn’t really, you 
know. He would always hold it against me. I pray God give me 
strength and will to finish what I’ve started. What more could I do? 

‘*Please arrange things and spare me a bit. I won’t ever see him 
again. I can’t.’’ 

After this decision and the signing of the surrender papers, the mother 
had suicidal phantasies and for a while seriously contemplated entering 
a convent. The social worker saw her almost daily until she found a 
combined home and job for her with people who took her in as one of 
the family to help with the work. Quotations from letters to the social 
worker during this period were revealing: ‘‘To think that I am about 
twenty and just beginning to see things. I used to want to be the 
whole show or nobody at all and now I want to be just like other people 
and can’t.’’ ‘*You can’t guess how much it has helped me to have this 
work to do. Congenial work and close association with real people means 
so much to me.’’ 

In spite of this seemingly happy adjustment and the mother’s insis- 
tence that she would pay Philip’s board as atonement for her guilt 
toward him, she gradually lost interest in her contact with the social 
worker and with Philip. 

When Philip was fifteen months old, he was admitted to The New 
England Home for Little Wanderers for study, pending adoption. At 
the age of seventeen months he went into an adoptive home, where the 
parents were simple, but kindly, loving middle-class people, without 
high intellectual ambitions for their new son. At thirty-one months, 
before the adoption was finally consummated, Philip was again seen 
by the psychologist, who regarded his intellectual development as 
entirely average and his social and personality development as ‘‘ decid- 
edly hopeful and pleasing.’’ 

Now, at the age of seven years, Philip is in the second grade, where 
he is doing well. His adoptive parents are devoted to him and his 
adjustment is satisfactory. We may wish that he could have been 
placed a year earlier, but, in view of the mother’s circumstances and 
the fact that little paternal history was available, the delay was 
inevitable. 
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The trained worker may feel an impulse to turn away from 
community criticism because it is unintelligent criticism and 
because it neglects and denies facts and complications of 
which every responsible worker is aware. Social workers, 
like doctors, may resent the implication that there is some- 
thing to be learned from the irresponsible quack, whose 
motives and methods they scorn. However, just as the phy- 
sician might serve himself and the community better if he 
held the rapport of those patients who turn to the quack’s 
intuitive appreciation of them, so does it behoove the social 
worker to learn wherein lies the strength of the nonprofes- 
sional agency. Perhaps if she tempers her approved proce- 
dure with that which is humanly real and true in the procedure 
of the quack, she can, in the end, establish rapport with the 
community, so that the dangers and abuses of the nonpro- 
fessional agency can be driven out. 

Let us consider the background of our generally approved 
professional adoption procedure. Historically, it differs 
radically in its orientation from the philosophic back- 
ground of private individuals and nonprofessional agencies 
engaged in adoptions. Public and professional agencies have 
approached the field of adoption from the point of view of 
their responsibility for the care of dependent children. For 
the social agency, adoption is not an end in itself, but one 
of several methods of coping with the problem of the 
dependent child. It is a method that we know can be used 
only with care and only in a certain group of selected cases. 
The decision as to what known method to use or what new 
method to develop for the individual case is the social 
agency’s ever-present problem. It is a problem with which 
the private adoption worker and the nonprofessional agency 
need not be bothered. 

The social agency’s long-time responsibility is to the com- 
munity and, therefore, to the individual dependent child for 
whom the community is responsible. The only responsibility 
necessarily recognized by the private worker or the nonpro- 
fessional agency is an immediate one toward the distressed 
unmarried mother or toward the yearning, prospective adop- 
tive parents. 

Professional adoption procedure is not standardized. It 
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varies from state to state, from agency to agency, and from 
worker to worker. Even in an individual worker it is not 
a stereotyped technique, but is rather a procedure so flexible 
that it can be modified to meet the particular circumstances 
each new case presents. In some states, however, certain 
principles are laid down by law that serve as corner stones 
for the adoption procedure. The best of these laws make 
it clear that it is the protection of the child with which the 
community is concerned. In these, legal provision is made 
for a study of the child, an investigation of the status of 
his natural parents, an investigation of the prospective adop- 
tive home, and a supervised probation period. These four 
processes should be carried out either by the state depart- 
ment of public welfare or by a legally authorized private 
child-caring agency. In other words, the laws should include 
a broad grant of power to an administrative board, staffed 
with social workers. This would allow for the individualiza- 
tion of each case, and at the same time provide at least a 
minimal protection for the welfare of the child, of his natural 
mother, and of his adoptive parents. 

The immediate problem of every social agency and of each 
individual social worker engaged in adoption work is how 
to meet conflicting needs. First comes the community’s long- 
time need—namely, the protection of the best welfare of the 
child. Intimately tied up with that is the protection of the 
long-time best interests of the adoptive parents. The social 
agency’s first client is usually the unmarried mother, and its 
responsibility to the community includes a deep responsibility 
for her. The social worker cannot be satisfied with patting 
her on the back till she signs a surrender and then bidding 
her good-bye. Steps must also be taken to aid in the rehabili- 
tation of the natural mother, so that she can go back to the 
community with some prospect of useful citizenship. 

Social workers must consider what steps can be taken 
to meet the challenge of the private worker and the non- 
professional agency, and this without sacrifice of long-time 
responsibilities to the community. Education of the public 
seems an obvious measure, but it is one still neglected by 
social agencies in spite of the readiness of the Chil- 
dren’s Bureau and the Child Welfare League of America to 
codperate. 
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C. C. Carstens felt so strongly on the importance of this 
aspect of the problem that he wrote as follows in a letter 
of March, 1937: 


**The stream of adoptions, especially of little children, is a steady 
one, but in many states it does not flow through the service stations of 
organized social work for children. It is more likely to flow through 
lawyers’ offices or through the offices of organizations that have com- 
mercialized the whole procedure. Or else it is being done by the 
family physicians, who thoughtlessly mistreat their patients by going 
into a field of work for which the doctors have no equipment. 

‘* All the reasons for the development of such an anomalous proceeding 
in the practice of adoptions are not apparent, but the fault must 
certainly in part lie with the profession of social work. 

‘*A subject like adoptions has so much sentiment connected with it 
that procedures based upon good sense and sound practice have come to 
be considered hard, cold-blooded, full of red tape, and unnecessary. 

‘*The social workers have not proved the value of their methods to the 
general public and cannot do so without much systematic public educa- 
tion. In the course of this procedure, they may also become convinced 
what details of their work can safely be omitted and what the essentials 
of safety in adoptions are. 

‘*For the purpose of starting this procedure for the education of both 
the general public and the social worker, the Child Welfare League of 
America has decided to make the subject of adoptions a major interest 
for the next few years. To this end it is organizing a national commit- 
tee that may be the vehicle for public education, for publicity, and for 
calling the special attention, of lawyers, doctors, and judges to the seri- 
ousness of its endeavor.’’1 


Community education was, for a long time, neglected by 
the medical profession, but the value of our public-health 
education program is now generally conceded. The purpose 
of any such educational program is to give to the community 
some understanding of what its real problems are, how they 
are being handled, and why the procedure in current use 
has been employed. Health officials have found that where 
such a background of community education exists, there is 
more likelihood of support for public-health programs. It is 
a responsibility of the social agency to educate its community 
so that the community will support those professional serv- 
ices which in the end best protect its interests. The social 
agency owes it to the community and to itself to meet popular 
criticism squarely and to replace misconceptions and over- 


1See The Rehabilitation of Children, by Edith Baylor and Elio Monachesi. 
New York: Harper and Brother, 1939. pp. 32-33. 
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simplifications with clear statements as to problems and 
policies. 

But community education alone does not answer the prob- 
lem of the quack. Education, plus better service, including 
more attention to immediate needs, should counteract to 
some extent the attraction exerted by the nonprofessional 
agency’s promise that everything is simple and will work 
out successfully. 

Before considering the immediate practical steps that 
might help to establish rapport with that part of the com- 
munity not thoughtful or mature enough to recognize the 
inestimable value of professional services, let us postulate 
briefly some aims for our procedure. The social worker 
endeavors to have the baby accepted as early as possible by 
her agency for a period of boarding care of from three to six 
months. During this time the natural mother works toward 
a final decision and the agency observes the baby. When 
the baby is placed in a carefully selected home, the adoptive 
parents receive an infant (three to six months old) with 
some assurance of its potentialities. Preliminary work with 
adoptive parents should have given them confidence that a 
professional worker—who, they have reason to believe, has 
their needs at heart—will be in the background during an 
adequate probationary period to lend advice and support. 

Miss Smith’s study’ brought out the fact that an element 
of popular criticism of the social agency in the field of adop- 
tion was that the agency ‘‘puts too much stress on obtaining 
information and has too little appreciation of the client’s 
real [immediate?] needs.’’ Professional workers know that 
certain information is vital. They are naturally anxious to 
obtain it as soon as possible, so that they can meet the needs of 
the child whose interests are their first consideration. With- 
out certain information they cannot start planning for the 
baby’s future, and they know that the earlier a permanent 
plan or placement is made, the less likely the child is to 
be exposed to the trauma of uncertainty, insecurity, and 
replacement. | 

The social worker’s dilemma is how to get the vital infor- 
mation she needs to start the adoption ball rolling and at the 
same time give to the applicant—the natural mother or 
1 Op. cit. 
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adoptive parent—the feeling that she is not threatened 
and that her immediate needs are appreciated and will be 
given consideration. Until rapport has been established with 
the client, it might be well to avoid all direct questions except 
those concerned with immediate, conscious wishes. When 
the client has gained assurance that her needs are important 
to the worker, she—or he—is able to accept a relationship of 
rapport. This accomplished, the worker can show the appli- 
cant why particular information is needed and what bearing 
it has on future planning for the applicant herself and for 
the child. With some clients, direct questions will be needed 
to bring out the desired information. With others, it can 
better be obtained by indirect methods. 

Many clients justifiably resent the fact that they are asked 
to discuss their personal affairs with more than one worker 
in an agency. The division of responsibility for a client 
between an admitting officer and a case-worker or home-finder 
is not reassuring to the client. Most clients come because 
of a deep need for help of a very personal sort. To have to 
tell their story to two, perhaps three, different workers from 
the same agency leads them to feel that the agency regards 
their problems as impersonal matters. Naturally under such 
circumstances it is difficult to establish rapport. 

Most experienced social workers are careful to avoid using 
references as sources of information that might more prop- 
erly be obtained from the applicant herself. It is a threat 
to a client’s self-esteem to discover that a worker has gained 
access to information concerning the skeletons in her closet, 
which she is not yet ready to divulge. Unknown references 
may be busybodies or local town gossips and they must be 
used with care. 

Unfortunately, social agencies have the reputation of not 
offering the complete privacy that the unmarried mother 
always wants and that the adoptive parent certainly prefers. 
Taking notes during the interview with new clients is a time- 
saving device and may insure accuracy, but a nervous client 
may find it disturbing and become fearful that whatever she 
says may be used against her. Awareness that some one is 
taking down what she says is a threat that her statements 
are being registered permanently in black and white for 
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others to read. Many clients know and fear the records of 
social agencies. They shrink from coming to a social agency, 
to which they will become a ‘‘case,’’ permanently entombed 
in a record for professional scrutiny and discussion. 

Note-taking during the interview should, with some clients, 
be limited to pertinent dates, addresses, and names. Systems 
are in use in some agencies whereby the client is assured of 
anonymity by a system of code numbers. It might be reassur- 
ing to some clients to give them an explanation of the purpose 
and use of records, along with the assurance that the privacy 
of the individuals whom the records concern is insured. Lack 
of such assurance must drive those illegitimately pregnant 
mothers who can afford it to other than professional agencies 
for help. In general this means that social agencies do not 
have access to the most promising babies for adoption. 

There are two outstanding reasons for the number of 
undoubtedly successful placements made by nonprofessional 
agencies. First, these agencies get a number of infants with 
a good hereditary background; second, their placements are 
made within the first few months of life. Social workers, 
weighed down by awareness of the complications inherent 
in adoption, are sometimes overfearful of taking responsi- 
bility for such a final step. Hoping to find a more suitable 
home or to learn more about how the child will develop, 
they let the child drift along in boarding or institutional care, 
thereby jeopardizing his chances of establishing early the 
permanent emotional attachments so important for his future 
psychological development. 

Many prospective adoptive parents must find cause to 
doubt the sincerity of the social agency’s interest in them, 
even if a good initial rapport has been established. They 
often have to wait months before a suitable baby is found 
for them. A sensitive and wise worker will not allow her 
clients’ confidence to be shaken by seeming inactivity in 
their behalf. 

A number of applicants for a baby will be considered by 
the agency as unfitted to adopt a child. In some agencies 
the policy is to tell such applicants that no baby is available 
at present and that very few babies who would fit into their 
home come into the hands of this particular agency. They 
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are told, however, that should a suitable baby come to the 
attention of the agency, they will be notified. They go home 
to wait hopefully, but endlessly. Finally, in disgust, they 
go to the nonprofessional agency or to some private source 
where perhaps they obtain a baby. 

These adoptive parents are likely to feel justified in open 
criticism of the agency. If the agency has been right in its 
judgment that they are not fitted to adopt a child, the ulti- 
mate results will be tragic. The social agency that drove 
them from professional help to the quack must recognize its 
responsibility for this unsupervised and unsuccessful adop- 
tion. The applicant whose wish to adopt a child is turned 
down deserves consideration as a client who has an urgent 
need for help. If a baby cannot conscientiously be given to 
such an applicant, then perhaps it is the social worker’s 
responsibility to attempt to satisfy the client’s need in some 
other way. 

It would seem that some points of difference between the 
social agency and the criticizing public might be met by con- 
stant attention to matters of administration and personnel. 
Could these sources of direct irritation be eliminated to a 
large extent, it should be easier to cope with those points of 
issue which include philosophic implications. The criticizing 
public is looking for a simple, straightforward solution of 
complicated problems. It hopes, like an immature child, that 
gratification of its immediate needs will bring appeasement 
of its anxiety and fulfillment of its longing. . Social workers 
in every branch of their work know that oversimplification of 
complex human interrelationships is a wish-fulfilling phan- 
tasy and that clients must be helped to find their way to 
long-time satisfactions, even at the cost of some renunciation. 
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TRIGANT BURROW, M.D., Pu.D. 
Scientific Director, The Lifwynn Foundation, New York City 


I T is the distinction of man that he has traced beneath 
the obvious aspect of mere surfaces a consistent law of 
internal sequences and relationships. Such has been the 
unalterable process of science. Such, in the final analysis, 
is the basis of the structure we call civilization. Man has 
subjected all external phenomena to the test of this observa- 
ble consistency in internal structure. This test, though, is 
precisely the test that he has failed to apply to his own 
behavior. Some impasse, some blind spot, some unreckoned 
equation within our human processes has blocked man’s 
perception of the consistent laws that determine his own 
reactions, both individual and social. As he has not kept 
faith with those consistencies and relationships that comprise 
the essential feeling and motivation of his own organism, 
it is not to be wondered at that he stands to-day completely 
overwhelmed by the myriad problems with which he finds 
himself confronted. 

This inadvertence in man’s orientation with respect to 
his own behavior is vividly illustrated in such political epi- 
sodes as a national election. We have recently passed through 
such a social crisis. We have seen the people of the United 
States face to face with a peculiarly pressing problem—the 
election of the chief executive of the world’s one great 
democracy that yet remains unchallenged. In the light of 
ordinary values, what issue could have been more important 
for us to-day, both socially and economically? We were 
called upon to decide who was to be the next President of 
the country, and we were called upon to decide this question 
at a moment when our minds were full of premonitions of 
an enemy at our gates, so that our selection of a suitable 
administrator was closely bound up with the problem of 
national defense. 

In this critical situation we saw each political party fever- 
ishly occupied with the futile contention that the grim condi- 
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tions under which the country is laboring are due solely to 
mismanagement on the part of the other. Such petty divisive- 
ness in electoral method is, of course, in no way essential 
to the democratic form of government. But in this vital hour 
when solidarity of action can be our only safeguard, the 
country has been rent with national division and partisanship. 
Only the Democrats—or the Republicans, as the case may 
be—have the interest of the country at heart and are prepared 
to restore the confidence of the people through an intelli- 
gent administrative program. No matter what their party, 
to politicians it is always the methods of their opponents 
that are antiquated and inefficient. The position of each is, 
‘‘We alone are right and progressive.’’ Says one, ‘‘We are 
indispensable’’; says the other, ‘‘We are the answer.’’ Say 
both, ‘‘We alone can preserve the integrity of the American 
Constitution, so it is we who are called upon to rescue 
the country.”’ 

This attitude on the part of our political leaders, whether 
in power or out of power, has at this moment an ominous 
ring, for it completely ignores the fact that the leader of the 
Reich and his fighting divisions are equally insistent that 
they alone are progressive and right, while the nations 
opposed to them are wrong. It ignores the fact that, in 
essence, the Germans themselves hold this identical position, 
cherish this same unconscious ideology. Like the Democrat 
or the Republican, Germany, according to her view, is the 
only nation qualified to lead the world to a new and better 
order of living. In the opinion of Germany, the immediate 
danger, of course, is in the democracies, in capitalism, in 
Communism, in Jews, Catholics, and Protestants—in any 
person or policy that is not in accord with the Nazi ideology. 
And we are not forgetting that in their zeal for a ‘‘new 
order,’’ they do not shrink from bombing harmless old men 
and women, little children, and even pregnant mothers. But 
observe that these desperate measures are enforced under 
the egis of a sense of right that is the special, esoteric pre- 
rogative of the Germans, and that it is precisely this special 
authoritarian ‘‘rightness’’ which gives secret support to the 
conviction that their methods, their ideology and its partisan 
priority, are superior to the methods and the ideology of other 
peoples. The point is, however, that basically all nations, all 
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political factions, and all individuals embody this same ideo- 
logical illusion of their ‘‘rightness’’—of an esoteric partisan- 
ship that is their special prerogative.’ 

Violent and frightful as are the methods of the German 
army, yet from the point of view of this common denominator 
—this obstruction due to a mutually arbitrary ideology—the 
underlying instigation to their point of view is fundamentally 
no different from that of England or our own. We live in 
a turbulent moment and belligerent excitement runs high. 
So that when to-day one mentions England and Germany in 
the same breath, the times call loudly for a word of reserva- 
tion. The difference in cultural behavior between England 
and Germany needs hardly to be pointed out. One would 
indeed be blind were one unable to distinguish between the 
manifestations of ruthless savagery and the exigencies of a 
war conducted under internationally accepted covenants. 
Now undoubtedly the visceral, the vascular, the muscular, and 
the neural systems of the English and the Germans are of one 
piece phyletically. Undoubtedly these nations, like ourselves, 
are subject phyletically to the same organic, metabolic, and 
infective processes. And so, with respect to a bionomic 
dislocation in function that affects man’s psychic evaluations 
as a species, the British and the Germans again are 
undoubtedly of one cloth. 

It is not only in the Germans, then, that there exists an 
aggressive, holier-than-thou ideology, but in us all. In our- 
selves as in them, this human equation born of an unconscious 
ideology rests upon an undisclosed factor that can be shown 
to exert a distorting influence upon the processes of mankind 
at large. This unconscious state of mind rests upon a subtle 
attitude of secret self-propitiation. It rests upon the same 
self-delusive sense of personal approbation that we have 
heard fanatically voiced time and time again by Adolf Hitler 
as by other arbitrarily motivated leaders. 

There is no question but that beneath this arbitrary attitude 
of self-exaltation, whether arrogated by an individual or by a 
nation, lurks a pernicious danger to society. There is no 
question but that such an artificially ingrained state of mind, 

1See The Biology of Human Conflict—An Anatomy of Behavior, Individual 


and Social, by Trigant Burrow. New York: The Macmillan Company, 1937. 
Chapter ITT. 


| 


THE HUMAN EQUATION 213 


whether it find its unconscious advocacy in the voice of a 
Roosevelt or a Willkie, a Churchill or a Hitler, represents a 
serious menace to the welfare of peoples. After all, the leader 
of a party is but the symbol of a party, and his voice but an 
echo of this wider community state of mind. The condition is 
social. This state of the social mind, with its unconscious 
promulgation of false social values, embodies an obstruction 
that is universal, and the origin and meaning of this socio- 
biological obstruction requires to be approached from an 
ideological frame of reference that is also universal.’ 

If any one supposes that a policy of appeasement is the 
underlying plea of this discussion, he has seriously misread 
my meaning. After all, appeasement is merely hostility 
deferred. In view of the untenability of present programs 
of social and economic adjustment, with their superficial 
reshuffling of symptomatic values, it should be clearly stated 
that this essay no more advocates an ideology of appease- 
ment than one of assault. There is no question but that a one- 
sided ideology leads inevitably to a two-sided wrangle. There 
is no question but that in a two-sided wrangle, whatever its 
set-up —interpersonal or international—the inevitable 
response is partisan self-protection, whether offensive or 
defensive, whether by assault or by appeasement. But my 
point is that there would be no question of a two-sided 
wrangle, individual or social, if man’s total powers of obser- 
vation were brought to bear upon the disordered behavior 
expressed in his one-sided ideology. Where would malaria- 
infested communities be to-day if in fighting this community 
plague we, like the physicians of an earlier time, were still 
arguing the pros and cons of an outlook upon this community 
disorder that was limited to considerations of mere superficial 
symptoms of the disease? Setting aside all thought, either of 
appeasement or combat, it is the sole burden of this thesis 
that man’s behavior disturbances, like somatic disorders due 
to infections, also call for direct scientific investigation. 

People will never come to an agreement in the absence of a 
common purpose. But more significant still, they will never 
come to an agreement in the absence of their recognition of 
the unconscious obstruction to this common purpose. To-day 
the nations of the world are the universal victims of such an 


1See Burrow, op. cit., Chapter XII. 
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unconscious obstruction, but as long as each nation continues 
to blame the others for an obstruction common to them all, 
measures of peace and harmonious interaction are wholly 
precluded. Apparently what is required of nations and 
peoples, as of individuals, is to discover and accept, without 
futile cross-purpose and recrimination, this common denomi- 
nator, this pathological obstruction, of which none are aware 
because of their mutually authoritarian ‘‘rightness’’ in 
inculpating one another. 

It has been possible for the government of this country, as 
well as of other countries—for example, Germany and Kng- 
land—to base their separate forms of national administration 
upon constitutions which, however they may have differed 
from one another, represented provisionally among these 
nations a basis of peaceful negotiation and mutual respect. 
As we know, nations have not infrequently subsisted under 
dissimilar patterns of government, yet it has been entirely 
possible for them to enter into peaceful negotiations under 
those mutually dissimilar patterns. It would appear useless, 
then, to look to differing forms of government as the cause of 
our international disagreements. It would appear useless to 
challenge ideological differences in government, with their 
established laws and constitutions for the governed, as being 
responsible for dissensions among nations. Quite the con- 
trary, we need challenge precisely the overthrow of these 
national ideologies and the arbitrary substitution for them of 
an ideology or a state of mind that can rest upon no possible 
terms of agreement, but that is derived from a secretly 
autocratic and authoritarian disagreement or partisanship on 
the side of each. It is important, therefore, to recognize that 
the onstruction to international unanimity has not been this 
difference in patterns of government, but that the different 
patterns have been unconsciously superseded by a secret 
prerogative of mere arbitrary partisanship and personal 
superiority. 

It is no affront to my neighbor that I wear a hat of a differ- 
ent size or style from his. The affront arises when, threugh 
the adoption of an arbitrary ideology, my neighbor insists 
that I wear a hat of the same style and size as his own, and 
where my counter-ideology makes a precisely similar demand 
with respect to my neighbor’s headgear. It is this autocratic 
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ideology, and this alone, that is the essence of human conflict, 
whether across national frontiers or across the family table. 

Nothing is more common than the custom of forming social 
judgments concerning others, even though one’s criterion is 
merely one’s own gratuitous self-righteousness. Thus far 
individuals and nations have continued to argue only in behalf 
of their social righteousness ; they have never examined their 
social judgment. For many people Adolf Hitler represents a 
maniac at large; for others he is a benevolent superman. But 
my concern is not with either of these verdicts. What I feel 
to be important is that we question the self-propitiative state 
of mind from which this type of judgment arises. This state 
of mind, this subtly psychopathic attitude of self-approbation 
that characterizes human relations, inevitably sets the indi- 
vidual or the nation apart from and above others. In the 
process of man’s mental evolution there exists no more sinis- 
ter impediment to his clear vision than the cunningly obsessive 
habit of self-deception represented in this unconsciously 
self-approving state of mind. 

Man needs to devote serious objective study to this subjec- 
tive state of his own mind. It is the state of mind that 
we deprecate across the seas, yet it is precisely the state of 
mind that exists upon our own shores. As we have seen, it is 
the mental state of the Democrats, and it is equally the mental 
state of the Republicans. It is the state of mind of the Latin 
Americas, as it is the state of mind of the United States. It 
is the mental state of the Eastern Hemisphere and it is the 
mental state of the Western. It is the state of mind of father 
and son, of brother and sister, of husband and wife. What is 
more, it is the state of mind of the psychiatrist no less than of 
the patient. And if we will look dispassionately into the 
dichotomous distortions within the processes of our own 
government, we cannot fail to see that every administration 
has invariably embodied this identical state of mind. This 
contradictory ideology engendered of self-superiority and 
partisanship is to-day the state of mind of man everywhere.' 

Carefully controlled studies of social groups, made in the 
effort to understand this state of mind, have shown that this 

1See ‘‘The Autonomy of the ‘I’ from the Standpoint of Group Analysis,’’ 
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element of self-superiority and divisiveness, this psycho- 
neurotic taint pervading our social communities, is of one 
cloth with this same pathological blight in the mental disorder 
of the individual patient. As a community, we need desper- 
ately to recognize this social blight, for as nations and as 
peoples we are desperately in need of a remedy for it. At 
present every one senses vaguely that something is wrong, 
but we do not sense even vaguely what this something is. On 
the contrary, in the extremity of our plight—individual and 
social, economic and political—we look to every conceivable 
measure of external amelioration, invoke every imaginable 
cause, except the internal state of mind that is our own 
disorder of adaptation the world over. 

It is time to recognize that there is the possibility of a 
wider encompassment of man’s difficulties of adjustment 
through the adoption of a process of scientific judgment that 
will eliminate personal partisanship and offer a more hospi- 
table group or community approach to these obstructions. It 
is time to recognize that the secret preservation within us of 
an attitude of arbitrary arrogance and superiority is incom- 
patible with the organism’s consistent unity of function as an 
individual or as a community, whether this subjective illusion 
mark the behavior of Democrat or Republican, capitalist or 
proletarian, Communist or royalist, Jew or Gentile. 

With the rapidly changing structure of civilization, we shall 
require many new points of view to meet the increasing exi- 
gencies of the times. In this altered orientation, may not one 
such point of view embody precisely a challenge to this 
universal human equation and its unconscious ideological 
quirk? Must all propaganda continue to be of the insidious, 
destructive form that is now employed? May we not replace 
this inimical, obstructionist type with propaganda that is 
scientific and constructive in its aim? And should not the 
launching of this type of propaganda be the special obligation 
of the people of the United States, whose momentary good 
fortune it is to constitute the one democratic government that 
still remains unchallenged? 

Recent developments in respect to man’s community 
behavior have introduced more exact methods into the wholly 
neglected field of man’s relation to man and to the world 
about him. Through researches into this phylobiological 
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sphere of man’s naively subjective opinion and motivation, it 
has been possible to recognize and to furnish evidence of the 
basic identity between the social and the individual manifesta- 
tion of behavior disorders. On the basis of these researches, 
my associates and I have applied to man’s social disorders 
the same scientific approach, the same precise concepts and 
methods, that the group method, or phyloanalysis, applies to 
mental disorders in the individual. 

It has been the outstanding finding of this laboratory of 
human biology that the brain of man, unlike other organs in 
the body, does not now operate as a functioning whole. 
Through defective social habits long established among us, 
man to a large extent has come inadvertently to restrict the 
use of his brain as a whole, to employ only a part function of 
this total organ that originally centralized his balanced rela- 
tionship to the external universe and to his own species. It 
would seem that, through a faux pas in his development, man 
now makes use of a quite arbitrarily segregated part process, 
which he autocratically maintains distinct from the brain’s 
function as a whole in its rounded relation to the outer world 
and to his fellows. Evidence is afforded that it is the 
specialized, restricted use of this part-brain, as it relates 
individuals symbolically to one another, that is answerable 
for the shunting of the free and untrammeled processes of 
man into the narrow confines of an arbitrarily arrogated 
self-superiority and partisanship. Because of the bias of 
this part-brain and its necessarily partisan ideology, man 
cannot see or participate in the total unity of function inherent 
in human relations nor in the constitutionally accepted forms 
of government whose processes seek to synthesize these 
relations.” 

This principle of the organism’s mental balance, this 
coordination of man’s total brain, can alone give balance and 
codrdination to man’s social processes, whether it be a 
question of party politics, of international diplomacy, or of 
his more intimate family relationships. Restricting his out- 

1See ‘*The Economic Factor in Disorders of Behavior,’’ by Trigant Burrow. 
American Journal of Orthopsychiatry, Vol. 9, pp. 102-8, January, 1939. 
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look to the confines of this part-brain, man can see only an 
ideological part or element opposite to him and he can see it 
only to his own ideological advantage. Having created this 
fanciful ideological opposite—whether a pattern of govern- 
ment or a style of hat—he can only ask this fanciful image of 
his own projecting whether it is flattering to his state of mind 
or antagonistic to it, whether it coincides with his self- 
approbation or is inimical to his unconscious and wishful 
self-esteem. 

This autocratic discrimination of an ideology that is favor- 
able to one’s arbitrary image of one’s self or to one’s own 
part-brain is the biological basis of man’s self-divisive 
superiority and partisanship. For it has been shown that this 
unconscious partiality of man to a restricted part-brain is the 
physiological barrier to his inclusive feeling and thinking as a 
unitary social whole. It is unthinkable that we shall be able 
to inculcate in ourselves a basically altered ideology so long 
as the total function of man’s brain is supplanted by this 
limited part-brain. It is unthinkable, because this part-brain, 
with its ideologically arbitrary superiority and imbalance, 
necessarily compels each partitive element, whether indi- 
vidual, group, or nation, to see antagonism as opposite to 
itself when the seat of the antagonism is actually within man’s 
own tissues.” 

We need to recognize and accept those things which con- 
stitute a common denominator among men, rather than those 
things which constitute a common divisor among us. We 
need to accept as basic those internal systems—visceral, 
autonomic, instinctive—which, being phyletically common, 
interknit and unite men as a species, rather than those ideo- 
logically distorted verbal systems and values that are based 
upon peripheral dislocations within the human phylum. We 
need to recover the organism’s primary basis of motivation 
and to disavow a mode of adaptation that rests upon a parti- 
tive, divisive system of evaluations. Division and conflict 
based upon private ideologies can breed only division and 
conflict. 

Under the false sponsorship of this unsuspected pathology, 

1 See ‘‘Kymograph Records of Neuromuscular (Respiratory) Patterns in Rela- 


tion to Behavior Disorders,’’ by Trigant Burrow. Psychosomatic Medicine, Vol. 
8, April, 1941. 


THE HUMAN EQUATION 219 


which is responsible for man’s social state of mind, it is not 
difficult for us to choose our Presidents with the greatest 
‘wisdom and fairness.’’ In the dim light of our distorted 
state of mind, we may elect the most able statesman, or the 
most enlightened of business men. But the vital problem ever 
before us is primarily not that of statesmanship or of busi- 
ness acumen on the part of this or that chief executive. 
Neither is the problem England’s ‘‘badness’’ as judged by the 
righteous and partitive standards of Germany, or Germany’s 
‘*badness’’ in the righteously partitive judgment of England. 
In view of the self-destructive and widespread sickness of 
society, our problem lies deeper. It is the problem of man’s 
part-brain ruthlessly overriding the function of man’s brain 
as a whole, and this problem is the concern of all peoples and 
individuals in their partitive, self-righteous relationships to 
one another. 

In this day of world wars and of a world-wide social revolu- 
tion, it cannot be expected that we shall meet the unprece- 
dented problem before us except as we approach it with 
unprecedented measures. No ordinary recourse will suffice 
in these extraordinary times. No part measure, no bias, no 
righteous self-interestedness can hope to compass or cope 
with a disorder of mankind that is universal. We have to deal 
with a problem in neuropathology that affects the behavior of 
mankind throughout. Parochial custom and the parochial 
point of view must be relinquished. Unbiased observation 
and the uncompromising method of science must replace the 
part-brain’s arbitrarily restricted ideologies. Within the 
scope of science the personal view or esoteric item can have 
no place. The premise of science requires that the brain 
function as a whole if it is to envisage a structure or condition 
that exists also as a whole. 

A few years ago, in the very midst of the disruptive 
processes that heralded Europe’s present disintegration, it 
happened that a scientific congress was called to meet in 
Zurich. Among the projects of this gathering, the most out- 
standing had to do with researches into the cause and cure of 
cancer. At this congress there were assembled scientists from 
all nations—nations already divided in their partisan suspi- 
cion and antagonism toward one another. But these scholars 
had not come together to further measures of satisfaction or 
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relief for some favored individual, or special party, or for 
their own particular nations. Their undivided interest was 
centered in researches into the problem of cancer as it affects 
all individuals and all nations. Abrogating the part, or bias, 
or secret reservation as to personal rightness or priority, they 
sought to see their problem as a whole, and they sought to see 
it through the capacity of the unitary brain of man acting as a 
whole. 

Such is the desperate impasse of man to-day that scientists 
and peoples of all nations are summoned by the call of their 
own organic need to a congress that must embrace the entire 
world in its effort to encompass this problem of man at large 
—the problem of man’s own behavior. The disordered 
behavior of man is a world problem. It is not the problem of 
any individual or party or nation. This problem of man’s 
behavior demands the approach of man’s whole brain, of the 
brain of man as a whole. It cannot be approached by the 
part-brain that implements the bias of individual, party, or 
nation, accustomed as each is to pass judgment on other 
individuals, other parties, or other nations. But applying 
universal principles to a universal situation, man needs to 
abjure his habitually partitive approach to the problem of his 
behavior, and to encompass this problem of his own making 
with the whole of himself. This problem is a problem in social 
integration, a problem in medicine and in biology. The real 
problem involves an impasse due to man’s distorted state of 
mind, and our approach to it calls for the same objective 
methods, the same standards of evaluation that we have 
learned to apply to the behavior of organisms in other 
domains of the medical sciences. 


MENTAL HYGIENE IN PREGNANCY, 
DELIVERY, AND THE PUERPERIUM * 


MARGARET E. FRIES, M.D. 
New York City 


BECAUSE my subject is so large, I shall limit myself in 
this paper to a discussion of the use that obstetricians 
may make of mental hygiene in their daily practice. 

The most serious problem with which we are faced is the 
discovery of new ways to decrease maternal and infant mor- 
bidity and mortality. Although Dr. Daily’ reports a 23 per- 
cent decrease in the mortality rate for the United States in 
the year 1937-38, he suggests that a further decrease is 
possible. In part this decrease can be effected by making 
available modern equipment for every pregnant woman. It 
can be achieved to an even further extent by improving the 
codperative relationship with the patient. And this lies in 
the field of mental hygiene. I am using this term, throughout 
this paper, to indicate that type of psychiatric approach 
which is based on psychoanalytic theory and therapy. 

Every good obstetrician with a degree of insight into the 
deeper motivations of his patients is intuitively a mental 
hygienist. But if he is aware of the latest scientific findings 
of mental hygiene, he can use those findings consciously, to 
supplement his own intuition. For example, despite the 
earnest conscious intentions of some patients to codperate, 
unconscious factors are working more forcibly in the opposite 
direction, to the detriment of the patient’s own health and, 
may I add, frequently to the aggravation of the physician. 
If he is aware of this, he may be able to handle these uncon- 
scious factors. This will have two valuable results. First, 
the obstetrician will be assured that the patient is emotionally 
able to return regularly for the prenatal visits and to carry 

* Presented in part before the Obstetrical Section of the New York Academy 
of Medicine, New York City, April 23, 1940. 


1 See ‘‘Material Mortality, 1938,’? by Edwin F. Daily. Journal of the Ameri- 
can Medical Association, Vol. 114, pp. 960-61, March 16, 1940. 
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out the régime necessary for health, thereby decreasing pos- 
sible maternal and infant mortality and morbidity. And 
second, he will establish a healthy environment for the baby, 
emotionally as well as physically, thus laying the foundation 
for a well-integrated development. 

Fortunately, there are many families in which such factors 
as the sociological set-up and the physical health, intellectual 
attainments, and emotional stability of the parents are fav- 
orable to the mother’s health and to the development of the 
baby and its siblings. The relationship of such parents to 
their children is excellent. There is no conflict in their minds. 
Both consciously and unconsciously they want their children. 
They derive more gratification from seeing them grow up 
as human individuals, developing along the lines of their own 
personalities, than from trying to determine their develop- 
ment for them. As one mother during her third pregnancy 
expressed it: ‘‘My husband and I want three children, close 
together. They will have more fun, although I will have 
more work. George is three and practically takes care of 
himself. Although he is jealous of Jack, I can leave the two 
alone when I cook. We all have such good times together.’’ 
This mother was in fine physical and emotional health during 
all three of her pregnancies. 

But consider the many families in which the constellation 
of factors is not so favorable. A clear example of conscious 
and unconscious factors working against each other is that of 
Mrs. A. She had a persistently low hemoglobin (60 per 
cent), for which iron medication had been prescribed. In 
spite of the medication, her bi-weekly blood findings did not 
change. She gave a clue to the reason in the remark, ‘‘ Why 
must I go every two weeks for a hemoglobin test? They 
don’t make the other mothers do that.’’ She had never taken 
the medicine, concealing this fact from the physician. Fur- 
thermore, preferring a professional career to motherhood, 
she had had an abortion shortly before this pregnancy—which 
fact she had also concealed from the physician. This abor- 
tion gave her so great a sense of guilt that, much as she 
consciously wished to, she could not codperate by taking the 
medicine. In this case guilt was expiated by means of the 
punishment of low hemoglobin. When her feeling of guilt 
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was reduced through the application of mental-hygiene meas- 
ures, she was able to follow the doctor’s orders; whereupon 
her hemoglobin rose rapidly. Naturally, her entire physical 
condition also improved after this release of her anxiety. 

In a similar case, in which physical health was dependent 
upon emotional as well as physical factors, the expectant 
mother suffered from insomnia and malnutrition. Con- 
sciously, she was worried that her husband might not love her 
so much after the birth of the child. She was repeating a 
childhood experience—her unconscious fear that her parents 
would not love her so much after the birth of her brother. 
Enabling her to gain insight that her fears had no real basis 
in her relationship to her husband proved to be a more per- 
manent sedative than any medicine. 

In another case, the obstetrician found a puzzling increase 
in the patient’s pulse rate. One day her husband unwittingly 
gave the clue by saying: ‘‘ My wife disapproves of waste, and 
so she took the thyroid tablets, which she could not get the 
child to take.’’ In brief, this mother’s anxiety about her 
inefficiency, especially in the handling of her child, was so 
great that she was unconsciously concealing it—even to the 
detriment of her own health. 

I find that anxiety frequently arises in mothers because, 
despite formal instruction about childbirth in high school or 
college, they continue to function in accordance with super- 
stitutions or their own infantile concepts, such as: ‘‘The 
doctor cuts you open,’’ or ‘‘The baby jumps out of the belly 
button or will be vomited out or evacuated as a bowel move- 
ment and be disgustingly dirty.’’ 

The obstetrician who is aware of these unconscious motiva- 
tions not only is better able to handle the mothers, but also 
can more easily determine which cases he can handle himself 
and which he must refer to a psychiatrist for treatment. 
An illustration of the latter is the case of Mrs. B, who had 
been hospitalized by the obstetrician because of severe vomit- 
ing in pregnancy. She had had several abortions in other 
hospitals because of toxic symptoms. This time, when she 
heard that all the laboratory tests were negative, her hysteri- 
cal vomiting ceased—only to be replaced, some weeks later, 
by another hysterical symptom, lameness. However, with 
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the aid of prolonged psychotherapy by a psychoanalyst, it 
was possible to carry her through to full term. In this 
particular case it was found that she was unconsciously 
rejecting pregnancy, the réle of mother, as she had rejected 
the feminine réle all her life. 

It is also important to consider the emotional reaction in 
therapeutic abortions, whether performed for an organic or a 
mental condition. Even though the patient may not be religi- 
ous, we can expect, either consciously or unconsciously, a 
feeling of guilt in terminating a life. When a therapeutic 
abortion is advisable because of emotional instability, one 
may expect a more serious emotional upset, unless the patient 
is first prepared psychologically by measures directed at 
reducing the feeling of guilt. In this fashion, and by further 
treatment immediately after the abortion, I have been able 
to prevent serious depressions and, in one case, a possible 
post-abortion psychosis. 

The subject of therapeutic abortions raises the question 
why in such cases there has not been satisfactory birth con- 
trol. Psychoanalysis both of men and of women reveals 
why they are unable to use contraceptive measures satisfac- 
torily, why they are disgusted by them, or why they are care- 
less in testing out their efficacy. Frequently women are so 
emotionally blocked that they cannot ask their gynecologist 
for adequate instruction. In such patients there is usually 
an unconscious conflict between the desire to have a baby and 
the desire not to, which, in turn, may be influenced by the 
woman’s relationship to her husband or by her adjustment 
to the feminine réle. If the obstetrician or gynecologist first 
removes the emotional blocking, he will find that he is no 
longer thwarted in educating such patients in birth control. 

The obstetrician who has consciously applied the findings 
of mental hygiene during pregnancy will find that he has laid 
the foundation for a more satisfactory codperation during 
labor and delivery. Since the mother suffers from less 
anxiety and has greater confidence in the obstetrician, she 
can, provided there is no organic pathology, carry out his 
instructions during labor. She is more inclined to bear down 
at the right moment, not to use up unnecessary energy in 
screaming, not to become excessively tired, and therefore 
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not so likely to require undue operative interference. I 
wonder whether the experience of this group of obstetricians 
would substantiate mine that the frequency of undue opera- 
tive interference is greater among neurotic women than 
among others? 

Just as, by providing the best modern equipment, we try to 
create a physically healthy environment before the baby is 
born, so by utilizing the insight gained during pregnancy, 
we can try to create an emotionally healthy environment. 
Both of these procedures are necessary for optimum develop- 
ment and adjustment. Actually, to prepare an emotionally 
healthy background, it is easier to gain the mother’s codpera- 
tion before the baby is born, first, because the mother is 
already coming to the doctor for advice on her own initiative, 
and second, because she is better able to codperate, since 
she has not yet any feelings of guilt about errors in handling 
the child. She is especially codperative if this is her first 
pregnancy, since her anxiety is greater. 

Verbalizations during delivery often give added insight 
into the mother’s attitude. The value of utilizing these ver- 
balizations in understanding the unconscious conflict has not 
as yet been thoroughly explored. Such remarks as: ‘‘Why 
couldn’t it have been a boy? Then at least my mother would 
have been satisfied,’’ or, ‘‘Phone my mother. Don’t disturb 
my husband,”’ are significant clues, when taken in connection 
with the rest of the case history. Compare these statements 
with those of the average adjusted mother, who asks on the 
delivery table: ‘‘Is the baby perfect?’’ or, ‘‘Is it a boy or 
a girl?’’ 

Verbalizations after delivery may be just as important. 
One mother, a trained nurse, who rejected her child, said to 
me in referring to the post-partum clinic: ‘‘I will see you at 
the post-mortem clinic.’’ The obstetrician can help much 
more by acting on these chance remarks than by jollying about 
them, which may merely tend to increase the mother’s con- 
flict. In cases in which the physical condition is a definite 
handicap to the baby—as in birth trauma or prematurity— 
obviously the mother becomes upset and oversolicitous. Even 
when there are no longer physical handicaps, some emotion- 
ally unstable mothers may continue to be overanxious, and 
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this has its repereussion on the child. Such was the case 
with Mrs. C, who rejected her baby. Although the infant’s 
partial facial paralysis lasted only seven days, the mother 
was overanxious and oversolicitous for many years thereafter. 

These observations, without requiring any more of the 
obstetrician’s time, can help him give the baby a good start 
in life. I have found that the emotional adjustment of the 
parents is far more important for the integrated development 
of the baby than their intellectual attainments or sociological 
condition. 

Observing the way mothers hold their infants during nurs- 
ing reveals a great deal about their attitudes. Yet we can no 
more rely upon such a single sample of behavior for a diag- 
nosis of parent-child relationship than we can on any one 
laboratory finding in diagnosing a physical condition." 

By taking on the added responsibility of observing and 
helping to adjust emotional attitudes, the obstetrician is 
administering preventive mental hygiene as well as preven- 
tive physical hygiene. It seems to me that a long-range 
program, begun by the obstetrician in codperation with the 
pediatrician, and continued in collaboration with the board 
of education, presents unique possibilities for optimum inte- 
grated development. 

I had thought that the lying-in period would be an ideal 
time to learn about the individual’s congenital factors before 
they had been influenced by the environment. Unfortunately, 
this did not prove to be entirely possible, because intrauterine 
factors, the quantity of anesthesia, the amount of pressure 
on the head during birth, and undetectable minute cerebral 
hemorrhages in so-called normal delivery obscure the pic- 
ture. However, twenty-four-hour continuous observations on 
the infant during the lying-in period did yield certain valu- 
able information. 

Immediately after birth, exclusive of organic pathology, 

1 Moving pictures of three mothers nursing their seven-weeks-old babies showed 
in one case a mother holding her child gently, yet securely. This overt behavior, 
in conjunction with other manifestations, indicated her good relationship to her 
child. In a second case the mother’s tense hands, and her inability to hold the 
baby comfortably despite repeated instructions, corroborated other signs of 
rejection. In a third case a mother, although she held the baby securely, 


fondled as well as kissed the child excessively, which was indicative of her general 
**smothering’’ attitude. 
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babies show many differences. Some of the more important 
ones are differences in the maturity of the nervous system, 
in the way frustrations are overcome, in the response to the 
Moro test, and in the amount of activity. According to the 
amount of activity shown, there are three types of infant, 
all within normal range—the quiet, the moderately active, 
and the very active. Some babies are untypically quiet or 
active during the first five to seven days, before their true 
pattern is established. This may be due to the absorption of 
minute cerebral hemorrhages at this time. It is a well-known 
fact that Caesarean babies are the quietest. 

Of all neurological tests during the lying-in period, the 
most significant has been the Moro test. In 1918, Moro 
described the reaction of new-born babies to sudden auditory 
and vibratory stimuli—namely, extension and then flexion of 
the entire body.’ The Moro response depends upon the 
immaturity of the higher centers of the nervous system. The 
test is usually performed by the investigator’s hitting the 
table with both hands close to the infant’s body. In order to 
standardize the test, so that the external stimulus would be 
the same each time, I devised a simple machine, by means of 
which a constant padded weight (one pound and five ounces) 
is dropped from a definite height (five and three-quarter 
inches). When this stimulus no longer elicits a Moro response, 
the padding is removed. I have found that around the third 
month (when the baby can hold its head erect) a greater 
stimulus is required to produce a Moro response, and that 
around the fifth month (when the baby sits up), the Moro 
response of the infant changes gradually to the startle reac- 
tion of the adult.” 

These changes in the Moro response appear to be due to 
progressive myelinization. I have found that the child’s gen- 
eral condition, because it affects the excitability of the nervous 
system, causes variations in the intensity, duration, and char- 
acter of the Moro response.* Therefore it seems to me, that 


1 See ‘‘ Das Erste Trimenon,’’ by E. Moro. Miinchener Medizinische Wochen- 
schrift, Vol. 42, pp. 1147-50, October, 1918. 

2 Further tests are being performed to determine whether any generalization 
ean be made about the relationship between foot-pound vibratory stimulus and 
duration in seconds of the Moro response. 

8 Movies of two eight-day-old babies illustrated contrasts in the Moro response, 
muscular activity, sleep, and breathing. 
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the intensity and extent of the Moro reaction is influenced 
not only by the state of maturity of the nervous system, but 
also by its sensitivity. 

In order to ascertain whether these differences in activity 
persist—t.e., whether babies who respond mildly or actively 
during the lying-in period continue to do so in later life—I am 
following these children through adolescence. 

In a similar way I am studying how new-born babies meet 
new situations, and whether these ways of meeting new situ- 
ations persist into adult life. The importance of this, if the 
results are positive, is that by the end of the lying-in period 
we should have an indication as to the individual’s method 
of adjustment to life. 

In addition to observing clinically how the baby met new 
situations—such as taking the nipple for the first time, 
responding to changes of clothing and temperature, and so 
on—I devised the following standardized test based on the 
infant’s reaction to deprivation: After three minutes of 
nursing, the breast or bottle nipple was withdrawn; from 
thirty to sixty seconds later, it was again offered. The baby’s 
behavior was noted throughout. 

A baby’s reaction to this deprivation seems comparable to 
its reaction to new situations in general. There seems to be 
a high correlation between amount of activity and ability to 
meet a new situation or to overcome an obstacle, deprivation, 
or frustration. Whether such purely physical activity and 
ability will be carried over into the mental and emotional 
sphere, is another of the points that I hope will be clarified 
by following these children through adolescence. So far the 
cases studied indicate that they are carried over. 

Take the case of Baby D, for instance, a very quiet child 
of strict parents whose nervous system was of average 
maturity, according to a Gesell test. Right from birth and 
up to two and a half years, her present age, she has been 
evasive by withdrawing from new situations, obstacles, depri- 
vations, and frustrations. For example: (1) during the 
deprivation test, at two days of age, she fell asleep as soon as 
the nipple was withdrawn and resisted its reinsertion; (2) at 
four months, when a cereal was introduced into the diet, 
besides resisting the insertion of the spoon, once the mother 
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had forced the cereal into the mouth, the child spat it out; 
and (3) at two and a half years, when given a Binet test, she 
displayed the same evasive behavior toward the intellectual 
situation—namely, she was easily distracted. 

Since, as Jennings has pointed out,’ ‘‘all characteristics 
and properties of organisms are products of the interaction 
in development of the materials with which the individual 
begins life and of the conditions under which the individ- 
ual develops,’’ with cases of this quiet type it seems advisable 
to modify, where possible, the necessary obstacles. ‘This can 
be done by making changes in the routine so gradual that the 
baby will try to overcome obstacles through its own efforts 
instead of retaining or increasing the pattern of withdrawal. 
It would probably have been better, therefore, had the mother 
of Baby D channeled the child’s quiet persistency in the 
direction of constructive behavior—.e., toward persistence in 
quietly working out a life situation rather than toward per- 
sistence in evading it. 

In the case of another baby, the child was unwanted by her 
mother, but desired by her father. The maturity of her 
nervous system was average. She was very active and 
showed great ability in overcoming obstacles from the first. 
In nursing, she successfully struggled against a nipple shield. 
Also, her muscular activity was very great and she quickly 
learned to balance herself. In a Binet test she showed her 
power to concentrate and her pleasure in achieving—+.e., 
great intellectual activity. 

However, the conflicting factors caused by the father’s 
acceptance and the mother’s rejection and also by the poor 
relationship between the parents exerted their influence from 
birth on. Her mother has neurotically frustrated her in her 
human relationships, although both parents have encouraged 
her muscular as well as her intellectual feats. As a result, 
her development on the physical as well as on the mental level 
is precocious, while in the emotional sphere, through neurotic 
frustration, her activity has been channeled into revolt, nega- 
tivism, and aggression. 

In an effort to place the study of integrated development on 


1See The Biological Basis of Human Nature, by H. Jennings. New York: 
W. W. Norton Company, 1930. 
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a more scientific basis, I adopted the same methodology as is 
used in every medical case—namely, I made a diagnosis and 
a prognosis. As Professor Spearman states: ‘‘If psychology 
would perform its mission as an empirical science, it must at 
least be able to predict the future; and for this purpose it 
must find out what occurs and what goes with that. ... We 
may confidently assert that what science seeks under the name 
of law is, above all things, some large power of prediction.’’? 

Using the ‘‘diagnosis and prognosis’’ procedure, I 
attempted at the end of the lying-in period to select those 
factors which I considered the minimum essential for a thor- 
ough understanding of the case. I then analyzed these factors 
for prognostic purposes. The accuracy of the tentative prog- 
nosis was checked every six months or more frequently. 
Revisions were made according to changes due to the child’s 
integrated development, its environment, and its response to 
therapy and to unpredictable factors. Whenever the prog- 
nosis was found to be incorrect, attention was focused on the 
reason, thereby indicating new fields for investigation. 

The following case illustrates the interaction between 
environment and congenital factors: ? 

Robert is the child of Catholic American-born parents of German 
descent, intelligent and physically healthy. The sociological conditions 
of the home are above the average for our group. The father, thirty- 
seven years old, is a skilled craftsman, earning $35 a week. He is quiet 
and puritanical; as he originally explained to me, ‘‘I never play cards, 
drink, smoke, or go to the movies, except news reels.’’ The mother, 
thirty-two years old, had been a telephone operator before marriage. 
Her emotional adjustment had been poor, but had improved as a result 


of psychotherapy administered to help solve her elder child’s feeding and 
personality problems. 

The marital relationship is good and the parents planned for the birth 
of this second baby, as well as for that of their first child, Jimmie. 

Jimmie was a member of the original research group. I did not have 
my own detailed observations until he was six weeks old and therefore 
had to use the regular hospital records for obstetrical information. The 
mother had been physically well, but restless and overactive during her 
first pregnancy. Labor had lasted twenty-two hours and low forceps had 


1 From Psychology Down the Ages, by C. Spearman, New York: The Certury 
Company, 1933. 


2 Published in part in the American Journal of Orthopsychiatry (Vol. 8, 
pp. 726-52, October, 1938) in an article by Margaret Fries and Beatrice Lewi, 
‘*Interrelated Factors in Development.’’ This article includes an extensive 
bibliography, with a more complete set of references in the field of the present 
study then space permits here. 
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been used, despite her ample pelvic measurements. Jimmie had had a 
partial facial paralysis for the first seven days; consequently, nursing 
had been poor for the first week, but the mother states that breast- 
feeding was satisfactory thereafter. 

It was not until Jimmie was three and a half years old that it was 
possible to institute psychotherapy for the mother in order to solve 
Jimmie’s feeding and personality problems. Only then was it ascer- 
tained that the mother had rejected him at birth because of his sex and 
temporary physical imperfection. 

I do not know whether Jimmie was pathologically hypo-active during 
the lying-in period, but I do know that, when weaning was started at 
five months, he refused the bottle‘and was very withdrawn. His marked 
passivity became more evident whenever he was confronted with a new 
or difficult situation. His mother, instead of counteracting this hypo- 
activity, increased it by constant restraint. 

By the time psychotherapy was possible, Jimmie was a serious feeding 
problem and had developed the only case of rickets in our entire 
research group. The mother’s remarks to me were explanatory. She 
said: ‘‘I was so anxious to have a girl and a perfect child. I have 
poor teeth because my mother didn’t know what to do for me. My 
mother and I are so worried about Jimmie. It’s one thing, Doctor, 
for you to prescribe a diet, but it’s another thing to make him eat. I 
do everything to force food into him. I’m afraid he’!l starve to death.’’ 

In this case the fact that the child was a boy and had had a temporary 
partial facial paralysis had disturbed the mother-child relationship 
right from birth. It was interesting to note, however, that by the time 
the child was three years old, the mother had so completely repressed 
the memory of the birth injury that, when talking to me, she said: 
‘“You must have made a mistake, Doctor. Jimmie never had a facial 
paralysis.’’ This shows how case histories are often unavoidably 
inaceurate when taken some time after the event and may consequently 
obseure our insight into the etiology of the development of certain 
eonditions. Therefore, it is really essential to study cases dynamically, 
following their progress from birth rather than obtaining their histories 
in retrospect. 

Jimmie is now seven and a half years old. The feeding situation has 
improved and his general development is more satisfactory than during 
his early years. A Rorschach test at five years and four months showed 
pre-schizoid traits. 

Jimmie attended the play group. This play group, which has been 
reported in detail elsewhere,1 gives insight into the children’s social 
adjustment and also permits group therapy. Moving pictures of the 
play group show Jimmie at different times from four and a half to six 
years of age. At first, he usually played alone with mechanical toys 
and blocks. He often regressed to thumb-sucking. A few months later, 
his sole friend in the play group was an aggressive, asocial boy who 
always defeated Jimmie in their wrestling games. The pictures of 
Jimmie at six years show him to be more active, playing with other 
children and occasionally taking the initiative. 

I believe that if Jimmie’s mother could have received psychotherapy 


1See ‘‘The Value of a Play Group in a Child-Development Study,’’ by 
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sooner than she did, Jimmie’s integrated development would have been 
more satisfactory. It is fortunate, however, that the therapy admin- 
istered to help the older sibling improved the environment to such an 
extent that it was far more favorable for the second child. 

The mother, early in her second pregnancy, said to me: ‘‘You have 
helped me so much with Jimmie that although I have to travel an hour 
and a half to get to the New York Infirmary, I won’t mind coming for 
prenatal care and confinement if it will help your research.’’ Her 
attitude to Jimmie was now so much better that she could encourage his 
independence and prepare him for the coming sibling. Thus I hoped 
that a severe psychic trauma would be avoided which might otherwise 
increase Jimmie’s pre-schizoid traits. He accepted the information that 
there was to be a new baby, but said: ‘‘If it’s a girl, I’ll hit it on the 
head with a hammer and send it back.’’ 

The father had no preference about the baby’s sex. The mother, as 
during her first pregnancy, wanted a girl because, as she said, ‘‘they’re 
so cute to dress.’’ 

The mother’s physical condition was good; she was relaxed and 
happy. Her anxiety about delivery had been allayed—not only because 
this was her second pregnancy, but also because her emotional adjust- 
ment had improved through psychotherapy. I believe that her first con- 
finement had been so difficult because her emotional maladjustment had 
blocked her ability to codperate. 

Before the mother’s second confinement, I anticipated that she could 
now codperate with the obstetrician and that consequently obstetrical 
risks would be reduced to a minimum. This, combined with my 
belief that the baby would be constitutionally healthy, made me 
anticipate a good start in life for this second child. 

The mother codperated well during confinement. Labor lasted one 
and a half hours, the membranes rupturing twenty-five minutes before 
delivery. The delivery of a male child was spontaneous. 

I visited her frequently while she was in the hospital because I have 
found that mothers are generally eager to talk at this time. Delivery and 
nursing the infant act as natural stimuli for free associations. Thus a 
doctor, even without psychoanalytic training, can readily obtain much 
information that will help him to understand the case. 

This mother spoke of her childhood concepts of birth, her early sex 
education and adjustment to it, her family and marital relations and, 
finally, her experience with her first child during the lying-in period. 
This deeper material, combined with my previous insight into the case, 
helped me in formulating a diagnosis and a tentative prognosis for the 
second child; also, in determining the type of therapy to prescribe for 
the family. 

The mother continued to respond well to superficial psychotherapy 
while she was in the hospital and was later able to carry out certain 
measures with emotional understanding. For example, during pregnancy 
she had intellectually understood how the baby’s birth might affect 
Jimmie and had followed instructions as to how to prepare him for it, 
but she had not been able to handle the situation on her own initiative, 
because she had not entirely emotionally accepted what his jealousy 
meant to her, so that she still had considerable unconscious hostility 
toward him. This was finally resolved during the lying-in period, so 
that, when we discussed various mearis of handling the possible ill 


effects of Jimmie’s jealousy on the baby, she knew how to deal with 
the situation without further instruction from me. 

It was amusing to see how she put into effect one of our conversa- 
tions regarding gifts for Jimmie. On the way home from the hospital, 
she stopped the taxi, went into a shop, and bought Jimmie a hammer. 
Before the infant’s birth Jimmie had threatened to ‘‘hit it on the 
head with a hammer’’ if it were a girl. 

Moving pictures, taken during the lying-in period, supplemented the 
detailed written records of continuous daily observations. The latter 
are necessary since shorter periods of observation cannot indicate the 
interrelationship between physical health, physiological functions, 
activity, and so forth. Since funds were limited, pictures were taken 
only of some significant details. 

These films and accompanying remarks show the day-by-day progress 
of Baby Robert from birth through the lying-in period, at one year, and 
up to two and a half years. 

At BirthThe birth weight, eight pounds and eight ounces, suggested 
probable post-maturity. This was substantiated by the mother’s calcula- 
tion of gestation as two weeks beyond the average forty weeks; also, by the 
advanced motor development which, according to Gesell’s standards, was 
that of about three months. When supported in the standing position, 
the baby held its head fairly erect, and the legs were extended. The 
Moro response was mild and well organized. Sucking and other reflexes 
were excellent. 

First to Tenth Day.—Breast feeding was very satisfactory. The 
mother’s physical condition and attitude toward the baby were 
excellent. He was moderately quiet. He responded to the Moro test 
with a startle reaction, rather than with the typical early ‘‘wmklam- 
merung.’’ By the fourth day, he lifted his head and shoulders off the 
table. A circumcision was performed on the seventh day. The first 
nursing thereafter was poor. The following day, the Moro response was 
more severe, probably as a result of increased excitability of the nervous 
system due to body changes caused by the circumcision. Throughout 
the lying-in period, when feeding was interrupted, the baby was mod- 
erately active and made ‘‘seeking’’ movements; sucking was immediate 
and strong when nursing was resumed. 

One Year.—Pictures taken in the home show the good relationship 
between the baby and his older brother, Jimmie. Motor development was 
now average. The infant’s reaction to deprivation was similar to that 
during the lying-in period—viz., moderate activity and attempts to 
regain the object. The presence of a neighbor’s child indicated the 
mother’s changed attitude regarding social play; formerly, she had 
refused to permit the older child to associate with other children lest he 
acquire bad habits. 

I had been correct in anticipating that Baby Robert would have a 
good start in life. At the end of the lying-in period, his physical 
condition was excellent. The mother did not reject him on the basis 
of sex. I believe her complete acceptance of the child was due partly to 
his excellent physical condition and partly to the success of psycho- 
therapy. The absence of feeding difficulty was due not only to the 
infant’s excellent sucking reflex, the mother’s good nipples, and her 
ample milk flow, but also to her emotional adjustment to the baby. Her 
attitude to the older child was now also far more satisfactory. 
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The diagnosis on Robert’s tenth day was based on salient data 
selected from the complete case history, examinations, and observations. 
The diagnosis was as follows: 


Physical condition: Excellent. 

Maturity: Above average. 

Activity: Moderate to quiet. 

Response to deprivation: Moderate activity when feeding was inter- 
rupted; good sucking when feeding was resumed. 

Mother-child relationship: Excellent. 

Father-child relationship: Apparently satisfactory. 

Brother-child relationship: Apparently satisfactory. 

Sociological conditions: Better than average. 


The prognosis for integrated development—barring unpredictable 
factors—was considered excellent, since congenital and environmental 
factors were very satisfactory. I believed that Baby Robert would 
continue to be physically healthy. It is almost impossible to prognosti- 
eate about intellectual development since there are, as yet, no means of 
measuring innate intelligence at birth, but on the basis of what I knew 
about the parents and family, I believed Robert’s intellectual achieve- 
ments would be average or superior. The prognosis for emotional 
adjustment was considered good. I believed, however, that he might 
have difficulty in identification—especially evident during adolescence— 
because of the father’s personality traits. Finally, I thought that the 
older sibling might become excessively jealous, thereby disturbing the 
family harmony through sibling rivalry. 

In order to promote Baby Robert’s optimal integrated development, 
several measures were indicated besides routine treatment. I planned 
to watch for possible further signs of the mother’s compulsive traits 
which might affect the child. Her emotional adjustment by now was 
sufficiently satisfactory so that I could substitute ‘‘preparatory treat- 
ment’’ for psychotherapy. It was planned, however, to institute 
psychotherapy for the father so that he might play a more active rdle, 
thereby increasing the possibility of the children’s identifying with a 
**masculine’’ man. Unfortunately, I was not able to see the father 
because of the investigation’s set-up, but was able to help him indirectly 
through the mother. All other indicated measures were carried out. 
The mother occasionally displayed compulsive traits, but conferences 
during the regular clinic visits usually sufficed to obviate any harmful 
effects that these traits might have had upon the baby. 

Thirteen Months to Two and a half Years.—There is a great improve- 
ment in the emotional adjustment of both parents. The father is no 
longer so apprehensive, is willing to let the older boy engage in more 
activities, such as climbing trees, bicycling, and going off with the 
gang on the block. He lets the younger boy climb the jungle-gym 
without restriction. The mother is no longer compulsive, but relaxed 
and happy. She kept her head when her husband had an emergency 
appendectomy at the same time that her mother had a severe fall. 
She does not nag either child and is proud of both of the boys. The 
only indication of her having wanted a girl are Robert’s curls; other- 
wise she has encouraged him to be a regular boy. Jimmie also has 
continued to develop more satisfactorily. His appetite is good, his 
gain in weight continuous. He has become more active physically 
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and mentally. His emotional adjustment as seen in his social relation- 
ships is better. 

The integrated development of Robert has continued to be very satis- 
factory. His physical condition is excellent; the only illness he has 
suffered was a mild case of chicken pox at four months. liis muscle 
coérdination is good, his manipulatory ability with both small and large 
objects superior. He continues to overcome obstacles quietly and deter- 
minedly, as when, at two and a half, he wanted a leaf out of the 
fountain: he climbed up tlie steps on tiptoes and fished with a twig 
to pull it out, persisting until he achieved it. He shows similar behavior 
when deprived, either seeking a satisfactory substitute or if it is in 
relation to his brother, generally succeeding in getting him to acquiesce. 
At the beach he has no fears and enjoys going into the waves. 

He displays considerable mental activity. When playing with blocks, 
he builds things of the same sort as Jimmie, but shows much greater 
imagination. His eagerness to imitate others, especially when they 


are using a mechanical device, seems to stem from a satisfactory identi- 
fication with his father. 


By and large, the way this case has progressed gives us considerable 
proof that by adequate preparatory education and psychotherapy of 
this mother, the whole family can be reached and helped. 


In all the cases I have mentioned, we have seen that the 
interaction between congenital factors and the usual obstacles, 
deprivations, and frustrations of the environment is an 
important influence in molding the baby’s personality. It 
may seem a far cry from nursing in the lying-in period to 
adult character traits or neuroses. However, as all emotional 
adjustments or maladjustments have their roots in infancy, 
I wish to emphasize the importance of establishing a balance 
between the physical and the emotional value of breast milk. 
In some cases, even though supplementary feeding may be 
necessary, breast feeding can advantageously be continued 
to foster the mother-child relationship. In other cases, it may 
be advisable, in order to minimize maternal rejection, to 
reduce breast feedings, despite the physical possibility of 
continuing them. 

Unfortunately, the amount of breast milk and the mother- 
child relationship are not the only factors involved in the 
doctor’s decision to continue or discontinue breast feeding. 
No matter how much we may wish to advise on an actual 
basis, it is difficult to be objective. Many factors inevitably 
influence the decision, such as the cultural background of 
both the patient and the doctor, the unconscious attitude of 
the mother and the doctor toward breast feeding, the fact that 
the doctor may be an obstetrician and therefore likely to take 
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the view of the mother; or that he may be a pediatrician, and 
so apt to be more concerned about the baby. Our modern 
scientific knowledge of vitamins and different foods makes 
it easier for the obstetrician to rationalize and say: ‘‘You 
don’t have to continue breast feeding. Artificial feeding is 
just as good.”’ 

It is particularly important to note the interaction of 
environment and congenital factors in babies who reveal a 
pathological hyper- or hypo-activity. From the cases fol- 
lowed and others psychoanalyzed, I believe that a combina- 
tion of excessive environmental frustrations, acting upon a 
pathologically hyper- or hypo-active child, may result in a 
psychotic adult. The pathologically hypo-active child, when 
confronted with excessive frustrations, may possibly develop 
schizophrenia of the catatonic type. 

Following children’s integrated development in this 
dynamic fashion encourages us to believe that we can really 
achieve a great deal. This is also very true in cases of adop- 
tion. The first step is to determine the infant’s congenital 
endowment and the maturity of its nervous system; the next 
is to see that, instead of violating the needs of a child of this 
type, the environment will serve to direct it into construc- 
tive channels. 

It is my belief that through the collaboration of the obste- 
trician and the psychiatrist, there can be (1) a further reduc- 
tion in maternal and infant morbidity and mortality, by 
improving the ability of the mother to codperate and by treat- 
ing the emotional factors in what was formerly considered a 
purely organic condition; and (2) an increase in the indi- 
vidual’s ability to develop his maximal potentialities, together 
with a reduction of the frequency of both physical and emo- 
tional maladjustments, such as neuroses, psychoses, and crime. 
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[* the pathology of voice we differentiate between organic 

and functional voice disturbances. In the first, the voice 
deficiency is caused by anatomical changes of the vocal 
organs. Such changes may be due to inflammation, decay, 
edema, central or peripheral paralysis, a foreign body in the 
air pathway, atrophy, congenital malformation, or injury of 
the vocal organs. 

Besides these organic disturbances, we find many cases of 
voice disturbance in which laryngological examination is not 
able to discover any mechanical hindrance to the production 
of a normal tone. In these cases we can only suppose that 
the vocal organs are anatomically healthy, but that their 
function, the temporal and dynamic order of their codrdina- 
tion, is disturbed. It is for this reason that we call these 
disturbances functional. The appropriate treatment is educa- 
tional rather than medical and consists in the application of 
various therapeutic exercises, based on clinical research and 
adapted to the special case in question. Within the last 
four decades medical and physical research, as well as 
the practical work of teachers of voice production and of 
singing, has amply contributed to our understanding of func- 
tional voice disturbances and to the possibilities of their 
correction. 


Clinical voice pathology usually gives the following reasons 
for functional voice disturbances : 


1. Physical exhaustion after general diseases. 

2. Endocrine changes (puberty, pregnancy, menstruation). 

3. Acute local diseases of the larynx or pharynx, which, though not 
seriously affecting the vocal organs as such, render their function more 

difficult and so cause the individual to produce his voice with a surplus 

of effort, otherwise unnecessary. This acute and transitory difficulty 

in producing voice very often results in the development of unfavor- 
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able habits of voice production which may continue even after the 

acute impediment has disappeared. 

4. Overexertion resulting from exceptional and inadequate vocal strain 
or from faulty or insufficient training, singing above the compass 

(range of the voice), lack of proper voice training in professions that 

demand special vocal activity, or overintense ‘‘drill’’ of the speech 

muscles, often practiced in so-called ‘‘elocution.’’ 


These voice inefficiencies apparently have their primary 
source in a disturbance of the physiological mechanism of the 
vocal organs and may therefore be called genuine functional 
voice disturbances. Without going into the finer details of 
the symptomatology of these cases, we may roughly group 
their symptoms under the following headings: 


} 1. Hyperfunction of some or of all the muscles concerned; spasticity in 
some or in all these muscles; sometimes general muscular hyper- 
tonicity of the whole body; frequent glottal stop;1 voice sounds 
usually very tight, hoarse, and often high-pitched; lack of full chest 
resonance, hypernasality occurring in some cases. Frdéschels uses the 
term ‘‘ spastic hyperfunction’’ or ‘‘ spastic hoarseness’’ for these cases. 
[ 2. Hypofunction of the vocal muscles; incomplete closure of the glottis; 
waste of breath; voice sounds breathy and husky; great difficulty in 
producing a crescendo; usually insufficient head resonance. As the 
voice sounds like that of a patient suffering from a slight paresis of 
the adductor muscles, Fréschels used the term ‘‘ paretic hoarseness’’ to 
describe these voices. In such cases of functional voice disturbance, 
where no genuine paresis can be proved, it would be more accurate to 

speak of a ‘‘pseudo-paretic hoarseness.’’ 
3. Combination of both forms, voice sounds alternatively spastic and 
‘*paretic.’’? To such cases, Fréschels has applied the term ‘‘spastic- 
paretic hoarseness.’’ 


In general, treatment in such cases either attempts to 
establish relaxation or to reéstablish muscular strength and 
accuracy of phonation. Varying methodical exercises have to 
be applied at the various stages of the reéducation of the 
voice. Ear training also usually forms a part of the vocal 
_ therapy, its aim being to make the patient exercise conscious 
auditory control of his voice. The voice training must be 
continued until the newly acquired codrdination is automa- 
tized. Provided that the diagnosis is exact and that the 
therapeutic methods applied are adequate, reéducation of 


1Glottal stop: A form of beginning phonation whereby the mechanism of 
closing the glottis is reinforced to the point of considerable narrowing of the 
larynx and pharynx and the approximating of the ventricular bands. Habitual 
usage of glottal stop can be very harmful for the voice and may in some eases 
lead to the development of nodules on the vocal cords. 
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these voices is usually a very promising task, the treatment 


on the average requiring from twenty to fifty individual 
sessions. 


But there are other cases of voice disturbance with no 
demonstrable organic defect, and with symptoms very similar 
to those described, which, nevertheless, do not respond in the 
same way to our methods of voice therapy. In such cases the 
following reaction is typical during therapy: the patient 
seems to understand our methods; he seems willing to 
codperate, his voice often improves very rapidly, he expresses 
enthusiastic thanks for the successful ‘‘cure’’—but at the 
same time he suddenly develops other startling disturbances, 
such as headaches, pains of various kinds, sleeplessness, acute 
stages of anxiety, depression, and so on. In these cases we 
get the impression that the voice disturbance is of a neurotic 
character and that the improvement of his voice causes the 
patient to express his difficulties through other symptoms. 

The following cases seem to belong in this category: 


Case 1.—Mr. P., aged thirty-two, married, a high-school teacher, had 
started his professional career as an actor, but had not been very suc- 
cessful, and had dropped this profession because he had ‘‘lost his voice.’’ 
He had gone into teaching, his subject being his native language 
(German), which gave him ample opportunity for declamation in the 
classroom (exhibition of his voice). After one year of teaching his 
voice had felt ‘‘tired’’ again. He had attended classes in ‘‘elocution,’’ 
but with little success, and finally he had obtained a special leave to 
undergo vocal treatment with the author. The diagnosis at the begin- 
ning of the treatment was spastic hyperfunction. 


Mr. P.’s voice improved very rapidly ; after ten sessions it sounded full 
and relaxed, and he was able to speak without any spasticity. At this 
stage the patient wrote a letter to the therapist expressing enthusiastic 
thanks and describing in detail all the ‘‘sufferings’’ he had had to 
endure because of his voice. The therapist suggested that he should 
take up his teaching again, and the patient expressed great pleasure 
at being able to go back to his work. 

During the following night he had an attack of very painful colic, 
which made it impossible for him to start his work. Two days later 
he developed acute headaches whenever he tried to use his voice or to do 
breathing exercises. The therapist succeeded in making Mr. P. realize 
the neurotic (hysterical) quality of his symptoms, and psychoanalytic 
treatment was recommended. The patient finally underwent psycho- 
analysis, with satisfying results. He has been well-balanced since then, 
successful in his profession as well as in the management of his life 
under very difficult circumstances. His voice disturbance has com- 
pletely disappeared. 


} 
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Case 2.—Mrs. F., a widow aged forty-five, a social worker, came 
to be treated for a difficulty that was diagnosed as paretic hoarseness. Her 
voice improved during the first sessions, but the patient began to 
complain about her health and about her fellow workers. Finally she 
told the story of her life, which had been a continuous fight with her 
very domineering father, a janitor. The patient had always felt socially 
inferior. She had married an employee who was thirty years older than 
she; her sex relations were unsatisfying; she had one child, a girl, with 
whom she had continuous quarrels. Since no chance for intensive psy- 
chotherapy existed, I recommended that Mrs. F. and her daughter 
attend a child-guidance clinic. The voice treatment was dropped. 
Mrs. F. realized that her troubles were life problems that could not be 
solved by voice therapy. 


Case 3.—Miss C., Ph.D., aged forty-eight, a government employee, 
showed a different type of behavior. She also came to be treated for 
paretic hoarseness. There was considerable waste of breath, and a 
continuous feeling of ‘‘tired’’ voice. As in all the other cases quoted 
here, laryngological examination revealed no organic disturbance. The 
patient had never had any sex relations; she was living with her old 
mother; her few free hours were spent with the family of her older 
brother to whom she was very much devoted. Although she complained 
about continuous general tiredness because of overwork, and about the 
hopelessness of a professional career for women in her department, 
almost every evening she did extra work for her department at home. 
Thus she had no time for social life, the theater, and so on. 

The voice treatment made very little progress. The patient liked to 
come for treatment, although she had to spend more than an hour on 
the way. Whenever the therapist suggested less frequent sessions, the 
voice disturbance increased. Although the patient complained fre- 
quently about her (consciously admitted) life troubles, she strongly 
resisted any discussion of deeper underlying conflicts. Psychotherapy 
did not seem hopeful in view of her age, and the unlikelihood of her 
having any opportunity for sexual satisfaction or for a definite change 
in her mode of life. Since no actual help could be given, it would have 
been cruel and probably useless to make her face her real conflicts. As 
she was fond of music, she was recommended to a clinically trained 
singing teacher, and she found a certain amount of satisfaction in her 
contact with this teacher and in her musical activities. No considerable 
voice improvement was evidenced. 


In these and similar cases it seems justifiable to treat the 
vocal disorder not as a genuine functional voice disturbance 
—although the function of the voice may be temporarily or 
even seriously disturbed—but rather as an organ neurosis. 
It will be a problem for future psychiatric and psychoana- 
lytic research to explain the choice of the voice as a medium 
for the demonstration of an inner conflict. Felix Deutsch’s 
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theory as to the choice of organ in organ neuroses may be 
applicable to these cases.* 


As Deutsch points out, in every conflict bodily functions 
may be used in dealing with the conflict if the existing 
reality is undesirable for the individual. The conflict is then 
acted out on another reality, the body, whose functions 
become the battlefield for these conflicts. The specific psycho- 
somatic symptom becomes the expression of the neurosis, if 
the organ reacts to the neurotic conflict so readily that this 
expression is achieved more quickly than an emotional mani- 
festation. In Deutsch’s opinion it is decisive for the choice 
of an organ that this organ was involved in a psychoneurotic 
process at a very early age (extrinsic organic factor). An 
additional reason for this choice is the personality organiza- 
tion at the time of the actual (or renewed) conflict. Finally 
the type of neurosis existing in the environment of the 
patient also influences the direction in which the definite 
neurotic pattern is laid down. Deutsch suggests further 
investigation into (1) the earliest roots of the interaction of 
the physiological functions and the instinctual life of the 
patient, and (2) the study of certain neurotic factors of the 
patient’s environment as influences in determining the choice 
of organ in organ neurosis. It seems likely that in some of 
our cases the special professional usage of the voice and the 
emphasized interest in the voice in the patient’s environment 
may play the same réle as Deutsch’s ‘‘neurosis existing in the 
environment.’’ 

It is evident that the voice and speech therapist will very 
often have no means for investigation into the patient’s 
deeper and often severely repressed conflicts, which, by their 
very nature, would only be revealed in the course of a psycho- 
analytical treatment. The codperation of voice therapist and 
psychonanalyst would, therefore, be very useful for further 
research in these directions. In some cases, however, the 
author had a chance to learn more about some of the under- 
lying conflicts of her patients. 


1 See ‘‘The Choice of Organ in Organ Neuroses,’’ by Felix Deutsch. Inter- 
national Journal of Psycho-Analysis, Vol. 20, pp. 252-62, July—October, 1939. 


| 
| 
| 
| 
| 
| 
] 
| 
> 
¥ 
4 


MENTAL HYGIENE 


Case 4.—Mrs. U., Ph.D., aged forty-five, was a college professor, an 
authority in her professional field. She was happily married, with no 
children. Although Dr. U. was an excellent teacher and a fluent lecturer, 
her voice was very unsatisfactory. She was not able to speak more 
than fifteen minutes without getting hoarse and drinking water, and 
sometimes severe attacks of coughing occurred in the course of her 
lectures. Her voice was too weak and monotonous to be heard by the 
students. It was usually produced with a considerable waste of breath. 
In her struggle to overcome her vocal difficulties, the patient would 
become very spastic and use frequent glottal stops, and her entire body 
would become more and more hypertonic; consequently she would be 
much exhausted after her lectures. Though she was very fond of her 
teaching activities, she regarded her voice difficulties as a definite 
handicap. 

Since Dr. U. had undergone a psychoanalytical treatment a few years 
before, she was able to contribute the following explanatory items to 
her case history: Her father, after forty years of a rather gay life, 
had suddenly changed into a stern puritan. His domineering personality 
had forced the whole family (mother and six children) into complete 
repression of nearly every type of ‘‘bodily’’ pleasure. Exhibition of 
bodily beauty, like dressing attractively, had been banned as sinful. 
The members of the family had not been allowed to sing, dance, attend 
the theater or concerts, or listen to music. An older sister, with a 
singing voice of promising quality, had had to drop her singing lessons 
and all musical activities. The mother had submitted; the older 
brothers and sisters had fought against the father and broken away 
from the family. Dr. U., as the youngest child, had been very much 
restricted by her father’s stern prohibitions and consequently had 
developed highly ambivalent feelings toward him. 

When she was eighteen years of age, her father had died of paralysis 
of the intestines. Dr. U. had been present at his deathbed and had 
seen his feces come out of his mouth a few hours before his death. 

At twenty years of age she had attended a concert for the first time 
in her life, experiencing very strong feelings of guilt during the whole 
performance. She had chosen a scholarly life, had achieved high per- 
fection in her discipline, and had married in her thirties. In the course 
of her analysis she realized that voice, as a bodily function, coming out 
of her mouth, was identified for her with dirty, horrible, forbidden 
things inside herself, which had to be hidden and repressed. Every 
intention to use a strong and full voice stirred up in her unconscious 
anxiety and resulted in spasticity of the muscles of her vocal organs, 
even in the muscles of her whole body. This hypertonicity inhibited 
in turn the display of a full voice and so the vicious circle of every 
neurotic symptom was established. 

Dr. U. finished her revealing story with the insightful remark: 
‘*Through my studies and my professional work, as well as through my 
analysis, I have succeeded in breaking the chains of my education and 
have found full freedom of the mind. But in our bodies the inhibitions 
seem to be more deeply rooted and older, and it seems that, even if we 
are able to understand and to change the underlying emotional attitudes, 
we still may need pracii::' advice and help in order to break away 
from the early establishe: patterns of our bodily functions.’’ 
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As Dr. U. was able to coéperate fully with the therapist, the voice 
treatment—consisting mainly of exercises for voice and for general 
muscular relaxation—had a quick and satisfying result. 


Case 5.—Mr. Z., aged forty-two, was a physician, married, with no 
children. The patient spoke with an exceptionally high-pitched voice, a 

-called falsetto or puberty voice. During our first discussion, he 
remarked: ‘‘Over the telephone people usually mistake me for my 
younger sister and address me as Miss Z.’’ At the time of the planned 
voice treatment, the patient was undergoing a psychoanalysis. Even in 
our first session the patient was able to relax his vocal muscles; his 
voice dropped five tones in pitch, and after fifteen minutes of practicing, 
sounded like a normal masculine voice with full head and chest reso- 
nance. In cases of genuine organic (glandular) or functional puberty 
voice (pathological prolongated mutation), it often takes many sessions 
before the patient is able to achieve even the slightest relaxation of 
his vocal muscles. It seemed likely, therefore, that Dr. Z. had always 
possessed the potential ability to produce a ‘‘normal’’ masculine voice, 
without making use of it. A few more sessions were used to make the 
patient experience the range and the possibilities in modulation of his 
*“normal’’ voice. Then the voice treatment was dropped, as it interfered 
with the patient’s psychoanalysis. Identification with his younger 
sister seemed to be one of the reasons for his using his voice in a 
pre-pubertal (feminine) range. H. A. Thorner has described the case 
of a child who, because of identification with his mother, adopted his 
mother’s quiet, inaudible voice in contrast to the loud and noisy voice of 
his father.1 


In all these cases we can observe that, as in every other 


neurotic disturbance, the meaning of the symptom differs with 
different patients and it would be a mistake to make a general- 
izing interpretation. 

For instance, in the cases of two English middle-class 
patients, both men, it could be proved that their voices were 
completely healthy and able to function normally, but the 
display of a full voice was identical for these two young men 
with the exhibition of a part of their body, a behavior con- 
demned by the cultural and educational principles of their 
particular environment. Only after discussion of these 
underlying inhibitions were the patients able to enjoy their 
voices freely. 

The two cases that follow are examples of disturbances of 
the voice as symptoms of acute personality conflicts. 


Case 6.—Collin C., aged nine years, six months, was brought by his 
er to a children’s hospital with the complaint that he had ‘‘lost’’ 


1 See ‘‘ The Mode of Suicide as a Manifestation of Phantasy,’’ by H. A. Thorner. 
British Journal of Medical Psychology, Vol. 17, Part 2, pp. 197-200, 1938, 
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his voice a year before. The diagnosis was paretic hoarseness, with 
marked waste of breath. Laryngological examination showed no anatomi- 
eal reason for his hoarseness. Collin had lost his voice when he was recit- 
ing on the platform during a school festivity. He had always had a sweet 
voice. He was highly musical and keen on music, and he had been 
singing and reciting in public since early childhood. His father was a 
professional organist, his mother a singer. Both parents were very proud 
of his voice and made plans for his future musical or singing career. 

Collin had a few voice lessons with me. He was very skillful during 
these lessons and his voice improved for the duration of the lessons, 
but he was not able to use his ‘‘good’’ voice in my absence outside the 
hospital. He had two interviews with the hospital psychoanalyst. 
These interviews revealed acute anxieties. Collin was afraid of quarrels 
or fighting among boys. He feared that his body might be touched. 
His voice always became extremely husky if he had to speak with a 
teacher or other authority—in short, a father substitute. (Compare 
this fact with a very similar difficulty in male stutterers.) 

Though his parents described Collin as a creative child and were 
planning an artistic career for him, his drawings showed exclusively 
pedantic, geometrical patterns, which he drew with great care. He 
declared that he was happy when he was drawing these patterns. 
We may well assume that Collin was very much frightened by his 
phantasies at this time and found protection and escape in these obses- 
sional figures. He also developed interest in mathematics at this time. 
Because of his age and the external circumstances, no psychoanalytical 
treatment was recommended at the time. We tried to make him and his 
mother understand that his hoarseness could not be cured at the moment, 
that they had better endure it without paying special attention to it, 
and that during the forthcoming mutation period, he had better drop 
all voeal activities and performances. His parents were induced to let 
him continue his piano studies, but they were advised to put no pressure 
on him to appear in public performances. 


Case 7.—Margaret V., aged eighteen, was one of my students in voice 
production and microphone training at a drama school in Vienna. 
At the beginning of the term, she showed very promising dramatic talent 
and a healthy, though untrained voice. She was intelligent and improved 
normally in her voice training. It was easy for her to learn how to 
produce a good crescendo. 

Six months later she showed the following symptoms: Whenever she 
had to appear upon the school stage to act a monologue with passionate 
contents and an emotional climax (e.g., Shakespeare’s Juliet, Goethe’s 
Gretchen in Faust, or Schiller’s Jungfrau von Orleans) her voice would 
become more and more hoarse and spastic, and just before the very 
climax she would suddenly interrupt herself with some such exclamation 
as ‘‘Oh, I feel I am quite wrong! I think what I am doing is very 
bad!’’ and other expressions of self-criticism. The audience of 


We do not, of course, know enough about the entire emo- 
tional background of this case to give a full explanation of the 
development of this childhood neurosis, but some of the condi- 
tions seem to point in the direction of Deutsch’s observations. 
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students, disappointed in their expectations just before the climax, would 
immediately turn their frustration into aggression and shout at her: 
**Don’t be silly! Go on!’’ and other invectives. 

After I had observed this performance several times, I asked her to 
see me in a private interview. I opened this interview with the straight- 
forward question: ‘‘ You are having a love affair, aren’t you?’’ She 
confirmed my assumption at once and seemed greatly relieved that she 
could tell her story. She said that during the past summer she had 
been engaged to a man in a foreign country, where she had spent her 
vacation. This man, a research chemist, had been suddenly killed by 
an explosion. ‘‘Though it happened only seven months ago, it seems 
as far away and as unreal to me as if it had been only a dream,’’ she 
said. I had no way of finding out whether she had described to me an 
actual experience or a product of daydreaming. 

At home she had a very disturbed family life, with a highly neuras- 
thenic father, an engineer, unemployed, who was participating in under- 
ground activities of a then forbidden extremist political party, and a 
noisy and aggressive mother who criticized her whenever she tried to 
practice her vocal exercises at home or to study her parts for the drama 
school. But her mother allowed her two younger brothers to be noisy 
at home and to make use of every room in the small apartment for 
their studies and quarrels. 

A former high-school teacher of Margaret’s, who belonged to the same 
political party as her father, had seduced the girl two months before. 
This teacher was married and made love to her in his home at times when 
his wife was out. Margaret had strong feelings of guilt about the whole 
affair and felt growing anxiety during intercourse. These feelings of 
‘ guilt and anxiety made it impossible for her to experience an orgasm. 
Besides, her partner practiced coitus interruptus, 

It seemed that since her affair with her former teacher had begun, 
Margaret felt anxiety and guilt whenever she experienced and had to 
exhibit a strong and increasingly passionate emotion. We can now 
understand that her behavior on the stage had the (neurotic) meaning 
4 of a displacement of symptoms. She acted out her anxiety, her guilt 
4 feeling, and her expectation of an interruption before the climax by 
means of increasing hypertonicity, sphincteric closure of the glottis, and 
a self-inflicted interruption before the end of the monologue. Finally, 
by blaming herself with remarks like those quoted, she made the 
confession: ‘‘I know that what I am doing is very bad.’’ 

Since my position as her classroom teacher excluded the establishment 
of a psychotherapeutic relationship at the same time, I recommended her 
to a guidance clinic for adolescents. There she could discuss her conflict 
freely, and as soon as she was able to separate her actual conflicts 
from her professional work, the voice difficulty disappeared completely. 


All these cases prove that voice, like every other bodily \ 
function, can be used in a lesser or greater degree to express — 
libidinal urge or conflict. However, a certain amount of 
libidinal (narcissistic) pleasure in his own voice seems to be 
: normal for every successful professional speaker, singer, or 
actor. The voice therapist should also keep in mind that vocal 
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exercises as such may increase the patient’s libidinal interest 
in his own voice. It is evident that in some patients this 
increased libidinal urge will stir up conscious or unconscious 
anxiety. These patients, though consciously seeking a treat- 
ment for their disturbed voices, unconsciously experience the 
treatment as a danger or a seduction and consequently develop 
resistance against it, either refusing to do certain exercises or 
dropping their lessons entirely after one or two sessions, 
using rationalizations like ‘‘lack of time’’ or similar excuses. 

In the literature that deals with the human voice, forms of 
‘‘nervous voice disorder’’ are discussed under the term 
‘‘phonasthenia.’’ Fréschels' and Stein? have suggested 
that in some cases of phonasthenia the psychological prob- 
lems may be more important than the physiological ones. 
These authors have also mentioned the réle of anxiety in 
some of these cases, but they regard the anxiety as a result of 
the voice disturbance. The speaker, in their opinion, is afraid 
that his voice will fail in a given speech situation. 

Robert Curry, in his recent book, The Mechanism of the 
Human Voice,® has stressed the importance of underlying 
emotional attitudes in the formation of human voice and 
speech and advocates the application of the principles of 
Freudian depth psychology in voice research. 

There are many interesting factors that would suggest a 
study of certain aspects of ‘‘phonasthenia’’ (neurotic voice 
disturbance) as compared with similar problems in ‘‘stutter- 
ing’’ (neurotic speech disturbance). Psychoanalysis, through 
the investigations of Abraham,* Glover,® Coriat,® and others, 
has largely contributed to the study of the libidinal réle of 
speech and especially of the mouth organs, but, so far, the 


1See Lehrbuch der Sprachheilkunde, by E. Fréschels. (Leipzig und Wien: 
F. Deuticke, 1925.) See also Practice of Voice and Speech Therapy, by E. 
Fréschels and A. Jellinek. (Boston: Expression Company.) 

2See Sprach und Stimmstérungen und ihre Behandlung in der téglichen 
Prazis, by L. Stein. Vienna, Leipzig, and Berne: Verlag fiir Medizin, Weidmann 
and Company, 1936. 

8 New York: Longmans, Green, and Company, 1940. 

4See Psychoanalytische Studien zur Charakterbildung, by K. Abraham. 
Vienna: Internationaler Psychoanalytischer Verlag, 1925. 

5See ‘*The Significance of the Mouth in Psychoanalysis,’’ by E. Glover. 
British Journal of Medical Psychology, Vol. 4, Part 2, pp. 134-55, 1924. 

See Stammering, by I. H. Coriat. New York: Nervous and Mental Disease 
Publishing Company, 1928. 
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effects of underlying emotional attitudes on voice have not 
been extensively discussed. It will be a stimulating task for 
further psychological research to study whether specific voice 
disturbances are regularly linked up with specific personality 
conflicts, and whether the diagnosis of the human voice can 
be used as an additional projective method in personality 
exploration. 

Curry seems to be right in his assumption that the wider 
our experience of underlying attitudes and their effect on 
voices, the more easily the underlying attitude—and with it 
certain personality trends of the speaker—will be recognized 
in a given voice quality. We also agree with his observation 
that the recognizability in voice of a given attitude depends 
‘‘ypon the completeness or otherwise of the direction of the 
total libidinal energy into voice.’’ 

First of all, we must ask whether the ‘‘spastic’’ and the 
‘*naretic” or ‘‘pseudo-paretic’’ forms of the voice correspond 
regularly with definite attitudes or personality trends. We 
shall get some information on this problem if we approach it 
from the developmental point of view. We can easily observe 
that the child during the first year of life, before a definite 
language is established, expresses his various emotions 
through different and very definite vocal mechanisms. Happi- 
ness and satisfaction are expressed through soft intonation 
and a perfect codrdination of the vocal muscles. On the con- 
trary, anger, anxiety, and unpleasant feelings are regularly © 
expressed through a definite glottal stop and through spastic © 
hyperfunction of the voice. Spasticity increases with increas- — 
ing anger or anxiety, together with increasing hypertonicity 
of the whole body. This relation between pleasureful feel- 
ings and soft intonation (relaxation) or, vice versa, between 
aggression or anxiety and spastic intonation (tension) is a 
constant one and seems in general to be carried over from 
early childhood into adulthood. 

We must realize that within the first year of life the child 
communicates with his surroundings through a peculiar type 
of ‘‘language,’’ consisting of voice only, without articulate 
meaningful words. This ‘‘voice language’’ cannot express 
logical thinking; it is entirely a channel for the expression 
of affects, drives, and emotions. It seems that in later life 
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also voice as such—if not inhibited—remains the basic emo- 
tional, irrational element in our spoken language. Through 
a psychological process which, so far, we cannot fully explain, 
| these basic emotional elements expressed through typical 
| vocal functions of the speaker provoke corresponding emo- 
tional reactions in the listener. The so-called ‘‘appeal’’ of a 
voice is nothing else than this emotional (libidinal) vocal 
element of a person’s speech. Particularly in mass situations, 
where the capacity for critical thinking is diminished in the 
listeners and the readiness for emotional response is highly 
increased, the speaker’s effect will be less dependent on the 
intellectual contents of his words than on the quantity of 
libidinal energy manifest in his voice. Whenever we try to 
study the emotional response of listeners toward specific 
kinds of voice, we shall have to discriminate carefully between 
their reactions toward the speaker’s speech (intonation pat- 
tern, local linguistic traits, and so on) and his voice as such. 
In an effort to separate these phenomena, the author con- 
fronted a group of college students with a series of phono- 
graphic records, reproducing speeches in languages that were 
not known by the students. The records presented examples 
of (1) spastic, (2) paretic, and (3) relaxed voices. The 
students, whose attention was not distracted by the meaning 
or the pronunciation of the spoken words, showed definite 
emotional reactions toward the different voices. The spastic 
voices were unanimously called ‘‘unpleasant,’’ ‘‘disagree- 
able,’? and in some instances ‘‘aggressive.’? The relaxed 
voices, with soft intonation, were termed ‘‘agreeable,’’ 
‘*kind,’’ ‘‘energetic,’’ ‘‘cheerful,’’ and ‘‘pleasant to listen 
to.’”? One example of a breathy, husky, low-pitched, ‘‘pare- 
tic’? female voice had a certain attraction for some of the 
students. We have some reason for the assumption that the 
latter kind of voice—so popular nowadays with ‘‘crooners”’ 
—may sometimes reveal a masochistic attitude in the speaker 
or may call forth in the listener’s imagination the idea of 
masochistic tendencies in the speaker or singer.’ 


1 See ‘‘Education for the Air,’’ by G. L. Wyatt, in Education on the Air, 
eleventh yearbook of the Institute for Education by Radio. Columbus: Ohio 
State University Press, 1939. 

2 The pseudo-paretic hoarseness of Case 4 also seems to indicate an underlying 
masochistic attitude. Generally speaking, in genuine physiological voice dis- 
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A more elaborate knowledge of the emotional background 
of typical vocal functions, as well as of the reactions that these 
functions excite in listeners, will also be valuable for further 
research into the psychological effect of radio voices. It 
would be an advantage if experimenters dealing with prob- 
lems of voice and radio would differentiate between the sep- 
arate phenomena of voice and speech and would also attempt 
a diagnosis of the voices used during their experiments. 

For example, Cantril and Allport’ reported an experiment 
made with eighty listeners who were asked whether they 
preferred male or female radio announcers. Ninety-five per 
cent favored male speakers. The reasons they offered for 
their preference were not very revealing. It seems not 
unlikely that the main reason for this reaction of the listeners | 
may lie in a fact that has been of great interest to the present — 
author—namely, that a high percentage of men in this country 
display relaxed, full-sounding, uninhibited voices, whereas 
an astonishingly high percentage of women speak with defi- 
nitely spastic and very high-pitched voices, voices that not 
only are particularly unfit for radio transmission, but that 
also seem to provoke associations of aggressiveness, general 


hypertonicity, and an emotionally highstrung personality. 

Future psychological voice research should, perhaps, pro- 
ceed along the following lines: 

1. Expert analysis of the voice concerned. 

2. Diagnosis of the voice, formulated in meaningful ter- 
minology, based on the physiological functions of the vocal 


turbances, the paretic form usually appears only after the voice has been abused 
in a hyperfunctional way for a considerable length of time. Then a slight degree 
of a genuine paresis may exist in some cases, although it may be provable only 
through stroboscopic examination. In Case 4, however, the patient had not 
used a strong or spastic voice during her childhood. Furthermore, her whole 
behavior as an adult indicated not only sublimation, but also inhibition of 
aggressiveness. It seems likely that she had been so afraid of the aggressive 
impulses within herself that she never had dared to use a strong and high- 
pitched voice, which symbolized aggression for her. During her voice treatment, 
the patient did not like crescendo exercises. Only after a discussion on voice and 
emotions, and after I had succeeded in making her realize that a strong, but 
at the same time relazred voice symbolizes energy, health, vitality, enthusiasm, and 
security rather than aggressiveness, did she make up her mind to use a stronger 
and more convincing voice in the classroom. 

18See The Psychology of Radio, by H. Cantril and G. W. Allport. New York: 
Harper and Brothers, 1935. 
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organs. So far, voice terminology has been primarily of a 
descriptive, often a subjective, nature, which has limited the 
possibilities for comparison and scientific research. 

3. Explorations into the personality of the speaker, carried 
through by means of interviews (or psychoanalysis) and 
projective methods like the Rorschach inkblot test, H. A. 
Murray’s thematic apperception test, and other tests of a 
similar nature. 
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GAINING RAPPORT IN THE 
SCHOOL CLINIC 


MABEL F. MARTIN, Pu.D. 
West Springfield, Massachusetts 


= psychologists and psychiatrists are aware of the 
importance of rapport in school clinic work, but there 
is room for differences of opinion as to the best ways of 
gaining rapport. Obviously much depends upon the age of 
the child and his degree of familiarity with the test situation. 
The school child referred to the clinic is usually aware that 
he is to be examined. Unless the clinic makes a practice of 
testing some superior, non-problem children, the retarded 
children and the behavior problems are, as a rule, very well 
aware that being selected for examination is an uncompli- 
mentary distinction. 

It is silly to tell these children that the psychologist or 
psychiatrist wishes ‘‘to play some little games with them.’’ 
Rarely do the clinic personnel have any of the earmarks 
of the entertainer or the recreational director. And if it 
were a question of recreation, why the selection of the dullest 
and the worst children? The athletic coach selects the 
strongest and most agile. The music director—if he does 
any selecting—selects the best voices he can find. And so 
it goes. 

Moreover, the child of ten or over has had an opportunity 
to observe the sequel of clinic examination in previous school 
years. Year before last, perhaps, the traveling school clinic 
came around and tested eight children in his school. One 
of them was ‘‘sent away’’ to an institution for the feeble- 
minded. Five were transferred to special class. Two were 
demoted one or more grades. ‘‘Play some little games,”’’ 
indeed! The retarded child may be ‘‘dumb,’’ but he is not 
‘‘that dumb.’’ But usually he does not voice his humiliation 
and resentment. He suffers in submissive silence. 

What can be done to establish rapport with the child in , 


this situation? 
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Some psychologists recommend a few minutes of general 
conversation before the test is begun. Not all psychologists 
have a gift for general conversation, but even when the psy- 
chologist is thus gifted, the child as a rule is not. He has 
not much of a vocabulary, and his interest range is extremely 
limited. He may be talkative with playmates of his own age, 
but not with this strange adult who confronts him. The 
adult’s broad education may be more of a barrier than a 
help to general conversation with the child. Even if the psy- 
chologist is a wide reader, this may be of no assistance to 
him unless his regular reading includes such material as 
‘‘Ferdinand,’’ ‘‘Popeye,’’ ‘‘ Alley Oop,’”’ and ‘‘Jiggs.’’ Such 
literary background as the retarded school child has the 
psychologist usually lacks, and vice versa. Under these 
conditions, general conversation is almost impossible. 

The upshot of it is that the conversation is likely to be 
anything but general. It is personal—painfully so. 

‘“How old are you?’’ 

‘“What grade are you in?’’ 

‘‘Do you like school?’’ 

‘“How do you get along in school?’’ 

‘*What do you think about yourself? Do you think you 
are smart or not so smart?’’ 

Cruel, cruel question! (Not intentionally cruel of course, 
but bitterly mocking from the child’s point of view.) How 
does ‘‘the doc’’ expect a fellow to answer that one? If a 
fellow says he thinks he’s smart, ‘‘the doc’’ will probably 
think he’s conceited, and if he admits that he’s not so smart— 
will that count against him? Will ‘‘the doc’’ accept his own 
estimate in deciding whether or not to put him in a special 
class? Shall he say he thinks he’s smart? No! That will 
never do. Better say he thinks he’s not so smart. It has 
taken him a long time to reach this decision. The examiner 
may already have decided that the boy is ‘‘somewhat retarded 
in replying to simple questions.’’ 

Now some of these questions have a legitimate place, when 
the problem is that of learning about the emotional attitudes 
of the child. There is a legitimate time for stirring up latent 
emotion—but that time is after, not before the psychometric 
tests and achievement tests. Personal questions are mad- 
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dening to most people, regardless of age, intelligence, or 
attainment; but to a shy child who knows he is failing, they 
amount to a kind of refined torture. They create a state of 
mental turmoil that plays hob with his powers of attention. 
He cannot do his best with reading or digits—right after 
some one has just dragged out of him the damaging admis- 
sions that he is not very smart and is not getting along 
in school. 

Another common approach is somewhat like this: 

‘‘Now we are only trying to help you. We understand that 
you are’ having a little trouble in school. We are only trying 
to find out about you so that we can help you.’’ 

This is a little better than the inquisition. Still, it does 
not serve to put the child at ease. Hearing that something 
unpleasant is all for his own good is no new experience to 
the child. He has heard many other adults say the same 

thing before. 

’ Nor does it do much good to tell him not to be nervous or 
to relax. To relax as a conscious act of will takes months 
of expert training. Most people, even intelligent adults, when 
told to relax, simply become more tense. 

The child, knowing that he is to be tested sooner or later, 
usually wants to have the test and get it over with. 

After he is started, if everything seems to be going well, 
the excess tension usually disappears for a while (to reappear 
later, when the crucially difficult tests are reached). 

The writer has found that the quickest and surest way to 
put the child at ease is to start at once with material from 


the actual test battery, giving brief, natiral, and casual praise 
for successes, but not piling it on too thick. Unless the child 
is at a very low mental level, he very often knows whether 
or not he has passed a specific test item; therefore, one takes a 
dangerous risk if one praises him after an obvious failure. 
Even the dull child is sometimes quick to sense insincerity. 

It is not always easy to decide what tests to use in this 
preliminary warming up; but where the main part of the test 
program consists of the Stanford-Binet, the writer has found 
it satisfactory to choose the warming-up tests from the 
Stanford-Binet itself, being careful of course that they are 
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well below the probable basal age, but not so obviously childish 
as to be insulting. 

The child who has entered with fear of an ordeal beyond 
his capacity experiences a sense of prompt relief. Without, 
of course, putting it into words, he may feel, ‘‘This isn’t half 
bad!’’ or, ‘‘I guess I am better than I thought!’’ He is now 
in a position to do his best. 

A good working rapport has been established easily, natur- 
ally, and with a minimum loss of time. 

Where children are extremely nervous (as is the ease with 
delinquents tested in court), it may sometimes be worth while 
to give one or two simple tests even before asking the child 
to remove his wraps. Under some circumstances, the few 
seconds consumed in taking off his coat and rubbers may seem 
to the child an agony of prolonged suspense. He is likely to 
fumble even this simple, practical act in his excitement, and 
to suffer additional embarrassment because of his fumbling. 


When he has recited a short series of digits successfully . 


and heard an enthusiastic ‘‘Good!”’ from the examiner, he is 
more at ease and can get his wraps off more expeditiously. 

Terman has warned, of course, against giving the tests out 
of their proper order, and the examiner should be careful to 
follow the order within the range constituting the actual test 
(that is, from the basal age to the age at which no test is 
passed); but a selection of a few sample, warming-up tests 
from lower levels surely does not vitiate this procedure. Not 
more than one or two warming-up tests are needed. Too 
many would create boredom and fatigue before the real 
examination begins. 

One must be careful not to begin with a test that might be 
particularly embarrassing to the child. One of the most 
abysmal failures the writer ever experienced occurred when 
she began with the familiar seven-year test, ‘‘How many 
fingers have you on your right hand?’’ In an accident, the 
boy had lost two fingers. He was deeply sensitive to his 
deformity. When he entered the examining room, his right 
hand was in his pocket. He kept it in his pocket as he sat 
down opposite the examiner. At the question, he whipped his 
hand suddenly out of his pocket and flung it down on the 
table, exclaiming, ‘‘All right! Look at it! I was ——”’ 
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There followed a flood of personal reminiscence, a significant 
revelation of attitudes; but the boy was too upset and over- 
talkative and antagonistic to accomplish much of anything 
in the psychometric test. The interference of emotional fac- 
tors was so obvious that no I. Q. could be reported. 

In general, however, the Binet questions are impersonal, 
and the experience of success in answering them helps the 
child to forget his troubles more quickly than almost any 
other procedure. 


F 
a 
% 
q 


FORTY YEARS OF THE JUVENILE- 
COURT MOVEMENT IN THE. 
UNITED STATES * 


JOHN OTTO REINEMANN, LL.D. 
District Supervisor, Probation Department of the Juvenile Division, 
Municipal Court, Philadelphia 


T= year 1939 marked the fortieth anniversary of the 
birth of the juvenile-court movement in the United States. 
In April, 1899, the Illinois Legislature passed a law authoriz- 
ing the establishment of a special kind of court for the hear- 
ing and disposition of children’s cases. The law went into 
effect on July 1, 1899. In the same month, Chicago estab- 
lished the first juvenile court as a division of the Cook County 
Circuit Court. 

Since then, the idea of the juvenile court has spread 
rapidly, not only to the other states of the Union, but to 
foreign countries as well. To-day all the states of the Union, 
except Wyoming, and most of the territories have juvenile- 
court and juvenile-probation laws, and about 70 per cent of 
all the 3,072 counties in the United States have a regular 
probation service. 

There is, however, no general uniformity in juvenile-court 
jurisdiction and procedure throughout the United States. 
The principles of states’ rights and home rule, and the mani- 
fold differences in sociological structure and density of pop- 
ulation of the various parts of the country, account for a 
considerable variety in the legal and administrative set-up 
of the juvenile courts. 

The question of the age limit in delinquency cases is a 
good example of this. According to a recent compilation, 
four states ' and part of one other extend the juvenile court’s 
jurisdiction to the age of twenty-one, while eighteen years 
is the limit for boys in twenty-two states and parts of three 

* Presented before the American Society for the Study of Social and Criminal 
Delinquency, Philadelphia, November 14, 1939. 


1The term ‘‘states,’’ as used here, includes the United States, its territories 
and possessions, and the District of Columbia. 
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others, and for girls in twenty-seven states and parts of five 
others. The remaining states take seventeen or sixteen years 
as their age limit. 

A few juvenile courts deal only with delinquent children, 
while in most states dependent and neglected children are 
included in the court’s jurisdiction. Some states except the 
most serious offenses from the category of juvenile delin- 
quency; in others, the same situation results from giving to 
the juvenile court only concurrent jurisdiction, the criminal 
courts being allowed to deal with children brought before 
them. 

There are further differences in the state laws as to the pro- 
cedure in children’s cases and as to the administration of the 
probation service. The Federal Juvenile Delinquency Act 
of 1938, which established a modernized judicial procedure 
for delinquents under eighteen, covers only offenses against 
Federal laws; some 2,000 youths each year are dealt with 
under this act. The National Probation Association has tried 
to promote greater uniformity of the various state laws by 
drafting a standard law, which aims to serve, and in many 
instances has served, as a model juvenile-court act. 

While undoubtedly consideration should be given to local 
conditions and requirements, a higher degree of standardiza- 
tion of the legal basis of the juvenile courts in the various 
states, and of their administrative set-up in the various coun- 
ties, seems most desirable. Modern speed of communication 
and economic and social interdependence have lessened the 
importance of state barriers. Notwithstanding the variegated 
patterns of the present system, the general fundamental ideas 
on which the work of the juvenile courts everywhere is based 
can be clearly detected. 

What are these fundamental principles? 

Toward the end of the nineteenth century, men and women 
with keen social vision realized that the child who runs afoul 
of the law cannot be held responsible in the same manner as 
an adult offender. The child has not yet reached the physical 
maturity, the intellectual capacity, and the mental balance 
that are normally to be expected in a grown person. It would 
be a mistaken short cut in our thinking, however, were we 
to consider the child merely as an adult-to-be. During child- 
hood and adolescence many problems arise that are typical 
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for that particular stage of human development. With these 
fundamentals in mind, it was felt that when the problems 
presented involved delinquency or dependency and called for 
some action by the state, they should be dealt with by a 
special body equipped to handle these specific problems and 
set up for that purpose. 

These ideas, foreshadowing a juvenile court, were con- 
ceived forty years ago by such men and women as Judge Ben 
B. Lindsey, Judge Julian W. Mack, Bernard Flexner, Harvey 
B. Hurd, and Julia Lathrop. They were confirmed during 
the following decades by the progressive development of the 
science of education, by new discoveries in the realm of 
medicine—especially in biology, psychology, and psychiatry 
—and by the results of studies in the fields of sociology and 
social case-work. They were furthered by such outstanding 
service as that rendered by Harvey Humphrey Baker, first 
judge of the Boston Juvenile Court, and by the scientific 
work of the foundation named in his honor and directed by 
Judge Frederick P. Cabot, Dr. William Healy, and Dr. 
Augusta F. Bronner. 

Thus, practical experience and research combined have 
brought about the juvenile court as it is now. We find the 
child who has committed an offense brought to the house of 
detention for children; he is held apart from places of deten- 
tion for adult criminals. His case is assigned to a probation 
officer who, through home visits and interviews with the child, 
his parents, the teacher, the clergyman, and the representa- 
tives of public and private social agencies that know the 
family of the child, ascertains his social history. Home, 
neighborhood, the economic status of the family, and other 
environmental factors are appraised. In addition to the 
probation officer’s investigation, the results of the physical, 
psychological, and psychiatric examinations of the child are 
submitted to the judge. 

We meet the child again standing before the judge. The 
hearing is not public; it has the character of an intimate and 
personal discussion of the child’s situation, with ne one 
present but his parents or guardians, witnesses (if neces- 
sary), and the representatives of the probation staff and 
of an interested social agency. The judge may dispose of 
the case by an outright discharge of the child to his parents, 
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provided no further supervision is required; by placing the 
child on probation; or by committing him to an institution, 
a training or reform school. 

While in the latter case the direct responsibility of the 
juvenile court ceases with the admission of the child to the 
institution, probation—most adequately described by Dean 
Roscoe Pound as ‘‘social case-work backed by law’’ '—calls 
upon the juvenile court to continue its interest in the indi- 
vidual child after the court hearing. During recent years 
probation as an ideal form of treatment of juvenile delin- 
quency has won increasing importance. In the juvenile court 
of Philadelphia (the juvenile division of the municipal court), 
for instance, the percentage of court dispositions resulting in 
probation has doubled within six years; it rose from 24 per 
cent in 1933 to 48 per cent in 1938." 

How different is the procedure just described in its general 
outlines from the handling of cases of adult offenders! The 
very terminology used by the juvenile-court workers indicates 
the difference, and although this might appear to be merely 
an outward sign, it has a deeper meaning. Contrasting the 
two procedures, we seem to compile a little dictionary: there 
is no ‘‘criminal’’ in the juvenile court, but a ‘‘delinquent”’ 
boy or girl; the child is not accused of the commission of a 
specific ‘‘crime,’’ but is alleged to have committed an 
‘‘offense’’; an arrest is usually called a ‘‘delinquent peti- 
tion’’; the word ‘‘defendant’’ is hardly ever used; there is 
no ‘‘trial,’’? but a ‘‘hearing,’’ no ‘‘sentence,’’ but a ‘‘court 
disposition.’’ 

Beyond this difference in phraseology, however, there are 
even more fundamental differences. Let us examine a few.® 

Ordinary criminal courts, with a few exceptions, have no 
staff for securing information regarding the personality of 
the accused, his social and economic conditions, his physical 
and mental status. In the juvenile court, this investigation 


1See his foreword to Social Treatment in Probation and Delinquency, by 
Pauline Young. New York: McGraw Hill Book Company, 1937. p. XXVIII. 

2See ‘‘Probation—An Essential Tool of the Juvenile Court,’’ an article by 
the present author in the Twenty-jfifth Annual Report of the Municipal Court of 
Philadelphia (1938). p. 433. 

8See Principles of Criminology, by E. H. Sutherland (Philadelphia: J. B. 
Lippincott Company, 1939), p. 304. See also Pauline Young, op. cit., p. 182. 
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before the hearing is one of the most essential characteristics 
of its work. 

The trial in the criminal court is marked by contentious- 
ness—.e., two partisan groups are in conflict. In the juvenile 
court, usually neither counsel nor prosecuting attorney is 
present, and the judge himself interrogates the delinquent 
child and the witnesses. 

In the criminal court, every defendant has the constitu- 
tional right of a trial by jury. In the juvenile court, the 
jury trial is a very rare exception. For constitutional rea- 
sons it is permitted in some states, and naturally it cannot 
be denied to adults who fall under the juvenile court’s juris- 
diction for contributing to the delinquency of a minor. But 
as the Committee on Juvenile Court Standards, appointed 
by the United States Children’s Bureau, has stated, jury 
trials in cases of juvenile delinquency ‘‘are inconsistent with 
both the law and the theory upon which children’s codes 
are founded.’’ 

Another constitutional right of every adult defendant is 
a public trial. But in most states the general public is 
excluded from juvenile-court hearings, only interested per- 
sons being admitted by special permission of the judge. 
Moreover, there are some states that forbid the publication 
in newspapers, except with the court’s permission, of the 
names and identities of children who are before the juve- 
nile court. 

The purpose of a trial in the conventional criminal court 
is to determine whether the defendant committed the crime 
with which he is charged, and if he is convicted, to punish 
him. In the juvenile court the hearing seeks to ascertain 
why the offense was committed, what conditions brought 
about the delinquency of the child, and what treatment will 
be best adapted to prevent further delinquency and to guar- 
antee the child’s normal and sound development. 

When an adult person is convicted and a term of imprison- 
ment is imposed, it is usually not left entirely to the discre- 
tion of the judge to determine the length of the term. Even 
in those states in which an indeterminate-sentence law exists, 
the judge is bound by minimum and maximum limitations. 
In cases of adult probation also, its duration usually is 
fixed in advance. In the juvenile courts, probation, as well 
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as commitment to an institution or school, should preferably 
not be limited in advance; its determination should depend 
upon subsequent reports on the child’s development, his 
further needs, and the general progress made. 

While a later change of sentence in an adult’s case is 
rather restricted in its application, a disposition made in the 
juvenile court is subject to rehearing and, if necessary, to a 
modification whenever this is warranted by a change of 
circumstances, be it in the physical or the mental development 
of the child or in the family conditions. 

Summarizing the comparison of criminal-court procedure 
with that of the juvenile court, we might say that the latter 
is distinguished by its lack of formality, its greater flexibility, 
the broader discretion of the judge, or—to speak in legal 
terms—by concepts of chancery or equity jurisdiction, all 
of which serve the purpose of treating the child offender 
not as a criminal, but as a human being whose offense indi- 
cates that he needs guidance and protection, care and 
correction. 

If—from the point of view of a modern scientific approach 
to crime and its prevention—the foregoing description 
appears to be a black-and-white picture, giving the juvenile 
court all the credit, it was not so intended. I am well aware 
of the fact that not all juvenile courts in the land live up to 
the expectations that an enlightened public opinion and the 
state laws have placed in them. On the other hand, a number 
of criminal courts have successfully endeavored to use 
modern methods of social investigation in cases of adult 
offenders, and to translate into practice the idea of progres- 
sive penology of presenting to the court not only the evidence 
of the crime, but also the picture of the personality of 
the defendant. 

This leads to the evaluation of a very important ‘‘by- 
product”’’ of the juvenile-court movement. Its principles, 
which we have just appraised, have been gradually gaining 
adherence during the forty years of its existence and growth 
and are now almost generally accepted. Legislative, admin- 
istrative, and judicial measures have put them into practice. 
Theoretical discussions and research studies, however, have 
not stopped short at this point. These questions have been 
raised: Why treat the juvenile offender with the aim of 
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restoring him to society, and apply all modern educational, 
medical, and sociological methods toward this aim, and at the 
same time deny this treatment to the adult offender? Is the 
adult offender, whose adulthood begins at sixteen, seventeen, 
eighteen, twenty, or twenty-one, according to the mere acci- 
dent of his residence, less in need of a scientific approach to 
his personality? Should not the ultimate aim of punish- 
ment, besides its deterrent effect, be the reformation of the 
lawbreaker and his restoration to society as a useful member? 
Looking at the crime alone and meting out justice solely 
according to the letter of the statute books cannot accomplish 
good results. In the case of adults, too, the penal treatment 
should fit the criminal, not the crime. 

These have been the slogans of progressive criminologists 
and penologists. Probation, parole, and indeterminate-sen- 
tence laws are the partial answer to these demands. But laws 
alone are not enough. To apply them in the most effective 
manner, the criminal court needs a complete picture of the 
personality of the accused. In order to provide the court 
with this knowledge, a pre-sentence investigation of the home 
conditions, the educational background, and the physical and 
mental status of the defendant is necessary; and there is, it 
‘is pointed out, a living and working example of such a pre- 
sentence investigation in the juvenile court’s social and 
medical studies of its cases. 

There are even further-going demands of penal reformers, 
who recommend the abandonment of the form of maximum 
and minimum sentences, and the authorization of so-called 
‘‘sentencing boards’’' composed of judicial, medical, and 
sociological experts who shall fix the limit of the penal treat- 
ment according to the needs of the individual offender. Such 
a procedure would insure greater flexibility and the possi- 
bility of changing or modifying sentences in later stages, 
as is the practice in juvenile courts. 


1 Since this paper was written, the American Law Institute has published the 
draft of a ‘‘ Youth Correction Authority Act.’’ This model bill provides for 
the creation of a Youth Correction Authority, a board to consist of legal, admin- 
istrative, educational, and correctional experts, to which youths above juvenile- 
court age and under twenty-one shall, on conviction, be committed by the criminal 
courts. This board will decide the type of treatment for the individual offender— 
probation, confinement for a period not limited in advance, parole, or other means 
of correction. 
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Another proposal based to some extent on experience 
with juvenile offenders is a more precise classification of 
sentenced persons from the point of view of their suitability 
for various types of penal institution. Education should be 
an essential part of the program of penal institutions for 
adults, as it is—or is supposed to be—in training schools 
and reformatories. 

It would not, of course, be feasible to extend juvenile-court 
procedure to the administration of criminal justice in adult 
cases ‘‘lock, stock, and barrel.’’ Aside from other reasons, 
constitutional rights make this impossible. Juvenile-court 
procedure represents a form of socialized court procedure,’ 
and—as we noted when comparing it with criminal-court 
procedure—to a certain extent it impairs individual rights. 
It is to be hoped, however, that of these various suggestions 
those that are most adaptable to adult cases will soon be 
put into effect. Among them I would place first the general 
introduction of pre-sentence investigations, both social and 
medical, which at present are requested only by a limited 
number of courts and only in specific cases. 

If this, or any other of the procedures I have mentioned, 
should materialize, it would be evidence for the fact that 
the juvenile-court movement has developed into a vanguard 
movement for the reform of criminal procedure in adult 
cases, or—to use a seemingly paradoxical phrase—that the 
juvenile-court movement has been the parent of a modernized 
procedure in adult cases. 

Advocates of these reforms do not mean that criminal- 
court procedure and penal treatment should become ‘‘soft.’’ 
The protection of society should indeed never be neglected 
as one important purpose of criminal law. A scientific 
approach to the individual criminal and to the causes of 
crime in general does not disregard this requisite and will 
in the long run be profitable to the community both in moral 
and monetary respects. 

We have traced the origin and the historical development 
of the juvenile court, we have outlined its daily work and 
its underlying principles, comparing it with the criminal 
court and finally appraising it as a stimulant for adult penal 
reform. It seems fitting, on this occasion of its fortieth 

1See Judge Waite in Young, op. cit., p. 185. 
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anniversary, to discuss briefly its task in the future. Even 
though we do not believe that its ‘‘life begins at forty,’’ 
since the juvenile court has already lived through many 
significant stages of existence, we are convinced that there 
are a good many equally significant years to come in its 
development. There are three important tasks that lie before 
the juvenile court. If I may borrow a couple of terms from 
the field of physics, it has, first, a centripetal job—to keep 
its work and its workers abreast of social developments; 
second, it has a centrifugal job—to make its work known to 
the community at large and to participate in the betterment 
of community conditions; and third, it must continue its 
unique task of combining the aspects of authority and law 
with the modern case-work approach. Let me elaborate on 
these three points. 

First of all, the juvenile court of to-morrow will strive to 
fulfill in all parts of the country the standard requirements 
formulated by the United States Children’s Bureau’ as early 
as 1923. As I mentioned before, not all juvenile courts live 
up to these minimum requirements, and both in urban and 
in rural communities much remains to be done in order to 
guarantee the functioning of a modern tribunal, thoroughly 
equipped to handle the problems of the youthful offender. In 
order to attain such an ideal state of affairs, the juvenile 
court’s staff should be constantly kept abreast of modern 
developments, be it in the related fields of medical and social 
sciences, of education and vocational guidance, be it in the 
general social, cultural, and economic trends of our complex 
life. Social work is not static—it is subject to steady changes. 
The forty years of the juvenile court’s existence have seen 
enormous transformations in the life of the nation and the 
individual. 

If we look into the history of this particular span of time, 
we realize that it began only one year after the Spanish- 
American War; that it includes the Presidency of Theo- 
dore Roosevelt, the World War, the Depression, the New 
Deal, and the outbreak of the second World War. These are 
not merely historical events, but landmarks of tremendous 
social, economic, and cultural changes. Present-day civiliza- 


1See Juvenile Court Standards, United States Children’s Bureau Publication 
No. 121, 1923. 
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tion exerts its influence upon the child through technical 
media—such as the automobile, the moving picture, and the 
radio—that were unknown at the time the juvenile-court 
movement began or was in its first stages. The speed of 
this same technical development has also been held responsi- 
ble for such recent phenomena as mass unemployment and 
social insecurity. The conception of the value of discipline 
in family and school has undergone a tremendous change; 
the pendulum has swung from a demand for the strictest 
discipline to the granting of almost unchecked freedom, and 
the proper middle-of-the-road solution has not quite been 
found or translated into practice. 

In the sociological field also, we find most significant 
changes, including the virtual cessation of mass immigration 
since 1924 and the almost complete Americanization of the 
children of immigrants; the migration of certain groups 
within the United States during the World War and during 
the years of depression; the development of Social Security,’ 
not only as an administrative set-up, but as an idea occupying 
the political mind of the citizenry. 

All these changes and trends are in some way mirrored 
in the case histories of the juvenile court. The efforts of 
the community—be it the Federal and state, city, and county 
administrations, be it civic and church groups and the organ- 
izations of industry, farmer, and labor—to combat unem- 
ployment, bad housing, poor sanitation, and lack of medical 
care, and of recreation facilities, should be the rightful con- 
cern of the juvenile-court worker, who, in his daily contacts 
with human tragedies, sees most clearly the results of social 
evils. As President Judge Charles L. Brown, of the Munici- 
pal Court of Philadelphia, one of the active protagonists of 
the juvenile-court movement, says in the preface to the report 
of his court for the year 1938, its twenty-fifth year, ‘‘we are 
attempting to make the law understand the realism of envi- 
ronment and its complex influences. That is the province 
of social legislation and the social court. Bad or neglected 

1 Juvenile-court workers who deal with cases of dependency are most directly 
interested in one special feature of the Federal Social Security Act and the 


corresponding state laws—the Aid to Dependent Children, the scope of which 


has only recently been enlarged by amendments of the Federal act of August 
10, 1939. 
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environmental influences, broken families, neglected and 
delinquent children, these are the background of social delin- 
quency. New quotas of delinquents are constantly growing 
up, due largely to the mediation of an unwholesome environ- 
ment. These are facts! And as law-enforcing agents, we 
are responsible to these facts!’’ 

The juvenile court is not an isolated entity; it is in the 
midst of things. It should give up its self-imposed reluctance 
to play a part in them. With its extensive knowledge of the 
reasons for juvenile delinquency and for crime in general, 
it has a right and a duty to make itself widely heard and to 
take its proper place among the progressive public and 
private agencies that are seeking to improve the social and 
economic conditions of the community. While in individual 
cases the juvenile court is restricted by law to acting only 
‘‘after something has happened’’—+.e., after a youngster has 
committed an offense, or after sufficient evidence has been 
gathered as to the dependency or neglect of a child—here, 
in the public arena, is its chance for preventive work. The 
public knows far too little about the work of the juvenile 
court. As Judge Maltbie, of Connecticut, remarked at the 
Conference of the National Probation Association in Buffalo 
in June, 1939, ‘‘we have a strong sales resistance which must 
be overcome.’’* 

On the other hand, I have found, from my experience in 
lecturing on the work of the Philadelphia Juvenile Court 
before local community groups, young peoples’ associations, 
and university students, that there is a growing interest in 
such questions as crime prevention, the juvenile offender, 
unemployment and youth, slum clearance, and so on. The 
lively response that such moving pictures as Boys’ Town, 
Boy of the Streets, Dead-End Kids, and similar films of 
social significance, have met, is evidence of the public’s 
interest in these problems. 

The principle of ‘‘no publicity’’ is sound and should be 
strictly enforced for all the individual cases that come before 
the juvenile court; but to apply this principle to the general 
work of the court and its achievements would be most 
unfortunate. As a public agency, the juvenile court is a 


1See Probation, official magazine of the National Probation Association, Vol. 
17, June, 1939. p. 77. 
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servant of the community, and the community has a right to 
know what is going on in its workshop. The newspapers and 
the radio offer ample opportunities for presenting its work 
to the public, for explaining the problems it faces, and for 
appealing to the community and to its authorized representa- 
tives for understanding and help. 

The juvenile court needs the help of state and county, if 
its work is to bear fruit and achieve lasting success. It 
depends on their furnishing of sufficient facilities for its 
wards. Do not the daily case-work contacts of the juvenile- 
court worker point to the lack of facilities for certain groups 
of delinquent and dependent children, be it the so-called 
defective delinquent, the feebleminded, the Negro child, the 
truant girl, or be it the not infrequent case of medium delin- 
quency? Here, probation does not seem sufficient, and place- 
ment in a small-sized institution with possibilities for indi- 
vidual treatment seems to be the wisest solution. Lacking 
such an ideal place, however, the judge, against his better 
knowledge, has to order commitment to a large-sized training 
school. 

In addition to the broad scope of publicity of which I have 
just spoken, another more indirect channel for bringing the 
juvenile court’s problems to the community should be used. 
I refer to the invaluable material hidden in juvenile-court 
statistics and juvenile-court records all over the country 
which—with the proper safeguards—could be made available 
for research purposes to a much larger extent than has as 
yet been done. 

The juvenile court of to-day, as well as the juvenile court 
of to-morrow, is challenged not only by the complex condi- 
tions that modern civilization has brought about, but by 
critical voices which claim that the juvenile court should con- 
fine itself to purely judicial functions and leave the other 
part of its work to non-judicial public bodies, such as depart- 
ments of welfare and boards of education, and to private 
social agencies. Such demands are based on the misconcep- 
tion that ‘‘the mixture of judicial functions and case-work 
functions in the juvenile court is a source of confusion’’* or 
that the authority necessarily inherent in juvenile-court pro- 


1 See Eliot at the Conference of the National Probation Association in 1937, 
cited in Probation, Vol. 17, June, 1939, p. 76. 


4 


268 MENTAL HYGIENE 


cedure cannot be usefully employed within the framework of 
the case-worker’s approach to juvenile delinquency : and 
dependency. 

As I see it, it is just one of the unique characteristics of 
the juvenile court that it has been able to combine the methods 
of social work with the constructive use of authority. The 
negative effects of authoritative action—as, for instance, the 
stigma that was attached to a child or his family haled before 
the juvenile court, the shock that the child was liable to 
suffer from this experience, the fear of the ‘‘officer of the 
law’’—have been militated against—and we dare to say suc- 
cessfully to a large degree—by the humane methods used by 
the juvenile-court judge and the juvenile court’s social 
worker. 

On the positive side, the authority of the court, if ade- 
quately and understandingly interpreted to the child’s mind, 
is a valuable tool of education in respect for the law, for 
the interests of the community, for the rights of the neigh- 
bor. Here the judge and the probation officer act as repre- 
sentatives of the state as an organized community, and 
endeavor to create in the child that sense of civic responsi- 
bility which is so important in a democracy. 

Thus, as proven by the spread and the acceptance of its 
underlying philosophy both at home and abroad, the juvenile 
court has shown itself able to link together methods of indi- 
vidual treatment with a sociological approach. It has brought 
into closer relationship law and social work, both of which 
in themselves combine individual and collective aspects. It 
has become a practical example of what Dean Roscoe Pound? 
has called ‘‘sociological jurisprudence.’’ If it adheres to its 
fundamental principles and still remains flexible enough to 
adapt its work to the ever-changing conditions of the nation’s 
life, if it maintains and, where necessary, attains high stand- 
ards, the juvenile court will continue to play an important 
réle in the World of To-morrow. 


1 Young, op. cit., p. 179. 
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| apemee aspect of human behavior is colored by many vari- 
ables. It is, therefore, extremely difficult to weigh the 
importance of any one specific factor, or to measure with 
any exactitude the effect of the techniques and influences that 
are brought to bear either upon the individual or upon the 
environment. This is particularly true when we attempt to 
evaluate the effects of the varied psychological and sociologi- 
eal disciplines of the past decade upon the behavior of chil- 
dren. The problem becomes even more complex when we 
seek to correlate the effect of any type of psychotherapeutic 
procedure upon a particular child at any given period with 
the conduct of that same individual at a later date. Yet this 
is a problem that constantly confronts those who are inter- 
ested in the behavior problems of children. They feel the 
need of determining with greater exactitude just how much 
they are contributing to the ultimate stabilization, happiness, 
and efficiency of these children in later life. 

The immediate results of the therapy carried on in child- 
guidance clinics justify their work. The intelligent appli- 
cation of the knowledge now available results in altering 
attitudes and modifying undesirable habits and the more 
complicated patterns of behavior in a sufficiently high per- 
centage of cases to give encouragement and warrant continu- 
ance of the work. It may well be that no further justification 
is needed for child-guidance activities. The situation is com- 
parable to that of the physician who is called in to treat a 
child with a broken arm, measles, or a gastrointestinal upset. 
He makes his diagnosis, administers his treatment, leaves 
certain directions with the parents, and anticipates future 
visits. There seems to be a feeling, however—not only among 
parents, but also among members of the medical profession 
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and social agencies—that if the psychiatrist has done his job 
well, there should be no further need of his services. 

The present study is concerned with a group of children 
who were seen at the child-guidance clinics operated under 
the Division of Mental Hygiene of the State of Massachusetts. 
It was prompted by a desire to learn the subsequent adjust- 
ment of a number of children who had manifested personality 
traits, social attitudes, and behavior patterns that frequently 
precede and are often associated with delinquency. The 
causes of delinquency are not well understood, and it is not 
possible to predict with any degree of certainty which indi- 
viduals will become delinquent or neurotic and which will 
escape both pitfalls. There are, however, some children who 
present problems of such a nature that they can rightly 
be considered potential delinquents; that is, their environ- 
ment and their behavior are such that, unless drastic reme- 
dial measures are taken, they are in danger of becoming 
delinquent. 

We included in our study group children who had exhibited 
delinquent behavior—that is, actual offenses against society, 
such as stealing, destructiveness, fire-setting, and sex activi- 
ties. We also included children who had been considered 
potential delinquents because of more subtle expressions of 
antisocial behavior, such as truancy, disobedience, defiance, 
resentfulness of authority, quarrelsomeness, stubbornness, 
hostility, aggressiveness, and more general evidences of 
nonconformity. 

We limited the study to one hundred boys who had been 
between the ages of eight and thirteen years at the time of 
their first contact with the clinic. In order to include as long 
a period of time as possible between the original clinic con- 
tact and the follow-up study, cases were selected that had been 
known to the clinics between December 1, 1926, and November 
30, 1931. 

Only a very small percentage of the total number of chil- 
dren who are treated at these clinics manifest delinquent 
behavior. During the five years covered by this study, 2,373 
children were seen at the various clinics. Of this number 
stealing was a problem in only 6 per cent, lying in 8 per cent, 
and truancy in 5 per cent. These problems naturally occurred 
in varied combinations, with other evidences of social mal- 
adjustment. Furthermore, because of the youth of the chil- 
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dren, delinquent behavior, when present, was not usually of 
a serious nature. 

The procedure followed in our study was first to analyze 
the original clinic records of these one hundred boys. We 
then endeavored to learn as much as possible about their 
subsequent histories and their present status. Parents were 
interviewed whenever possible, and information was obtained 
from all available agencies and individuals who had come 
into contact with these children during the interim. 

These one hundred boys had been known to the clinics for 
various periods, ranging from one month to forty months, 
the average being nine months. The number of clinic visits 
had varied from one to forty-five, the average being six. 
During the clinic contacts the social workers had made, on 
the average, three home visits, two school visits, and three 
visits to other agencies interested in the cases. 

The problems for which these boys had been referred in- 
cluded eighty-two instances of delinquent conduct, eighteen of 
undesirable habits, seventeen of undesirable mental attitudes 
and reactions, thirty-seven of physical symptoms, and thirty- 
four of intellectual difficulties, including poor school adjust- 
ment, retardation, and so on. As was to be expected, many 
more difficulties had been disclosed during the study at the 
clinics. Parents, or others, who refer a child to a clinic are 
naturally concerned with some special phase of his behavior, 
and this is invariably stressed. Some one outstanding prob- 
lem may cause sufficient anxiety or annoyance to overshadow 
the personality picture as a whole. In many instances parents 
are quite unaware of the less obvious personality problems or 
are disposed to attach little importance to them. At times it is 
difficult to comprehend these parental blind spots. For 
example, we find that the list of problems revealed by the 
clinic study included more than twice as many instances of 
stealing and truancy and over seven times as many instances 
of lying as the list of problems for which the children were 
referred. It is surprising indeed that such obvious tendencies 
toward asocial behavior should have gone unrecognized, even 
if they did not arouse sufficient concern on the part of the 
parents to cause them to seek help and guidance. 

As revealed by the clinic study, the problems presented by 
these one hundred boys was as follows: 
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Delinquent conduct Number of instances 
65 
51 
46 
38 
31 
25 
19 
1l 


Undesirable habits 
Food capriciousness 
Nail-biting 
Masturbation 


Undesirable mental attitudes and reactions 
Stubbornness 
Hyperactivity 
Resentfulness of authority 
Daydreaming 
Irresponsibility 
Temper tantrums 
Attention demanding 
Excitability 
Domineering attitude 


Negativism 

Irritability 

Jealousy 

Dependency 

Moodiness and unhappiness 
Whining and fretfulness 
Impulsiveness 


Physical symptoms 


Convulsions and habit spasms 
Soiling 

Neurotic vomiting 

Lack of emotional control 


Intellectual problems 
Poor school work 
Unsatisfactory adjustment in school 


= 
Thumb- or finger-sucking 4 
47 
39 

39 
28 
27 4 
25 
9 4 
61 
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Both as a group and as individuals, these children were 
greatly handicapped by their sociological backgrounds. More 
than one-third of them lived in poor homes and neighbor- 
hoods, and nearly one-third came from homes where the 
economic condition was marginal. In a few homes there 
was extreme poverty and neglect. Eighty of the boys lived 
in urban areas and twenty in rural or semi-rural districts. 

Fifty-four per cent of the parents were foreign born. 
Ireland, Russia, Canada, England, Armenia, and Poland fur- 
nished the largest quotas, in the order named. Many of 
these unions were of mixed nativity, such as an Italian father 
married to an Irish mother, an American father married 
to a Russian mother, or an Italian father married to an 
American mother. This suggests not only the likelihood of 
cultural conflict between the Old-World standards of the par- 
ents and the present-day standards with which these children 
were surrounded, but also cultural conflicts between the par- 
ents themselves. English was spoken in all of the homes, but 
in 30 per cent of these families a foreign language was also 
spoken. 

The religious backgrounds of the families were as follows: 
Fifty-one were Catholic, thirty-three Protestant, five Jewish; 
one belonged to the Church of All Nations. In six families 
there were religious differences between the parents, one par- 
ent being Catholic and the other a Protestant. In all of these 
homes this situation created difficulties. In the four remain- 
ing cases the religious background of the family was not 
ascertained. 

Half of the fathers and more than half of the mothers 
had had less than eight years of school attendance. 

It is extremely difficult to evaluate what might be called 
the personality adjustment of the parents. It would not be 
surprising to find more instability in them than would be 
found in a like number of parents who had not been sub- 
jected to the economic stresses and environmental strains 
with which this group have been confronted. It is, therefore, 
with considerable doubt and misgivings as to their real value 
that we give the data on this point. It does, however, indi- 
cate instabilities and defects in the family background suf- 
ficiently serious to affect the stability of the home and of 
the parent-child relationship that two of the fathers and ten 
of the mothers had been recorded as mentally defective, five 
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of the fathers and thirteen of the mothers as psychoneurotic, 
and seventeen of the fathers and sixteen of the mothers as 
emotionally unstable to a marked degree. 

Broken homes figured prominently in this group. Forty- 
four per cent of the children had been brought up in homes 
that lacked one or both parents. Fourteen of the fathers 
and five of the mothers had deserted their families. In three 
cases the parents had been divorced. Twenty-two of the 
homes had been disrupted by the death of a parent, eleven 
fathers and eleven mothers having died before the child made 
the first contact with the clinic. Into these broken homes had 
been introduced nine stepmothers and eight stepfathers. 
Eight children had been brought up in foster homes. 

Further evidence that many of the individuals with whom 
these children had come into contact had failed in their social 
adjustment was found in the fact that in one-third of the 
group one or more members of the immediate family had 
exhibited asocial behavior, such as sexual immorality, disturb- 
ances of the peace, drunkenness, lewd and lascivious conduct, 
breaking and entering, gambling, and so forth. 

All of these boys were born in the United States with the 
exception of one who was born in Canada. There was one 
Negro boy in the group. The prenatal and birth history was 
unknown in nineteen of the cases. In the remainder there 
were few abnormalities. The term of pregnancy had been 
average in almost three-fourths of the group and two-thirds 
of the deliveries had been normal. The average number of 
siblings per family was 3.7. There were ten only children, 
thirty-seven oldest children, twenty-nine middle children, and 
twenty-four youngest children. It is interesting that there 
were so few only children. 

The distribution of the group according to age at time of 
first contact with a clinic was as follows: 


Age at time of clinic contact Number of cases 
8 years to 8 years, 1] months...............00. 34 
9 years to 9 years, 11 months................... 20 
10 years to 10 years, 11 months................... 11 
11 years to 11 years, 11 months................... 14 
13 years to 13 years, 11 months................... 13 


100 


RET 


4 

4 

‘ 
3 
|| 
Mean age 9 8 
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With few exceptions these children had been in good physi- 
eal condition at the time of their attendance at the clinic. 
Sixty-two per cent of them had had no obvious physical 
defects. The most common physical abnormalities found in 
the other 38 per cent had been undernourishment, diseased 
tonsils and adenoids, and persistent gastrointestinal upsets. 
Other conditions were chronic sinusitis, severe cardiac condi- 
tions, chronic constipation, anemia, and asthma. Three chil- 
E dren had received a diagnosis of positive tuberculosis. 
The school records of these boys were poor. Fifty-five 
per cent had repeated one or more grades. Sixty-five per cent 
i had a poor scholastic standing. Sixty-seven per cent had 
been adjusting unsatisfactorily to the school situation. This 
was explained in part by the poor intellectual equipment of 
; the group, whose I.Q. distribution was as follows: 


1.Q. range Number of cases 


Mean intelligence quotient 


The recreational opportunities of these children had been, 
on the whole, unsatisfactory. The types of home and neigh- 
borhood and the economic conditions of the families have 
: already suggested that play space would be limited and play 
y equipment meager. Furthermore, these boys had been unable 
H to establish satisfactory relationships with their contempo- 


| raries. Only twenty-two of the group had had adequate 
E play opportunities and interests. 
% Few of the homes had had close family solidarity. There 
q had been little or no planning for family outings or recrea- 


tional activities of any type. Normal interest and affection 
for the children had frequently been lacking. A number of 
the boys had been definitely rejected because they had 
interfered with their parents’ pleasures and leisure time. 
Although physical abuse had not been common, it had been 
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found occasionally. In a few of the homes the parents had 
been indifferent to all the children. 

Disciplinary measures and methods of training, whether 
they be good or bad, are dependent upon the parent-child rela- 
tionship. The methods of discipline and training employed 
by these parents were unsatisfactory because they were 
erratic and unfair and characterized by lack of parental con- 
trol. Corporal punishment and fear had been employed on 
the one hand, and bribes and unearned praise and rewards 
on the other. In a few homes there had been practically no 
discipline. In one-third of the homes the situation had been 
complicated by the employment of the mothers outside the 
home. Here supervision and training had been limited and 
the children had been partially or totally undisciplined. Dis- 
agreement and lack of codperation between the parents 
regarding methods of training and control of the children 
had been present in nearly one-half of the homes. 

Among the multiple factors that might have contributed 
to delinquency in this group of one hundred boys, it is diffi- 
cult to determine the specific causes of their undesirable 
behavior. However, in 71 per cent of these cases sociological 
and environmental factors had seemed to predominate, while 
in 19 per cent mental conflicts and constitutional instability 
had apparently been of greater importance. In the remain- 
ing 10 per cent, the problems had been directly related to 
defective intelligence. This 10 per cent with defective intel- 
ligence had not been considered appropriate cases for clinic 
therapy. 

Therapy, of varying degrees of intensity, had been admin- 
istered to 80 per cent of the group. This had consisted of 
direct psychotherapy for the mothers and children, educa- 
tion of the parents, codperation with the school in arranging 
educational programs to suit the child’s needs, and contacts 
with hospitals and health agencies to obtain physical exami- 
nations and provide necessary treatment. The clinics had 
worked closely with specialized agencies to procure desirable 
foster homes or camp placements and to provide for the use 
of leisure time through recreational and vocational activi- 
ties. Provisions for special handicaps of speech, sight, and 
hearing had been arranged in so far as the facilities of the 


nl, 


| 
| 
| 


TIME AS FACTOR IN SOLUTION OF DELINQUENCY 277 


community would permit. Opportunities for the correction 
of speech and reading had been provided by the clinic. 

Such therapeutic measures as these had been actually 
administered so far as the necessary facilities had been 
available. In many cases, however, they had not been avail- 
able. For example, although the clinic had desired foster- 
home placement for twenty-six of the boys, it had been able 
to arrange it for only eleven. 

The successful outcome of clinic therapy depends to a 
large degree upon a desire for assistance on the part of 
those who seek aid from the clinics and a willingness to 
cooperate. In this particular group the clinic had obtained 
satisfactory cooperation from only 38 per cent of the parents. 
In the remainder of the cases parental codperation had been 
only half-hearted or entirely lacking. In some instances the 
mother had been anxious for the assistance that the clinic 
might have rendered, but because of antagonism on the part 
of the father toward outside interference, the result had 
been unsatisfactory. In other families the parents had been 
too harassed by environmental factors to have either the 
inclination or the energy to carry out the recommendations 
of the clinic. Occasionally the parents’ intellectual level was 
so low that they had been unable to comprehend the nature of 
the children’s problems or the need for help. No doubt in 
some cases the lack of codperation had been due to failure 
on the part of the clinic to interpret the problems of the 
children to the parents. There are, however, other factors 
to be remembered. The two most striking are the indiffer- 
ence of the parents and the lack of community resources to 
meet the needs of this particular group. 

Improvement had been shown by 46 per cent of these chil- 
dren during their contact with the clinics. This does not 
mean that, at the time at which clinic attendance had been 
discontinued, they had become entirely free from all the diffi- 
culties that had been found during the clinic investigation. 
It does mean, however, that both the parents and the children 
had profited from the therapeutic measures that had been 
administered. Consequently, clinic therapy had been suc- 
cessful in so far as it had embarked these parents and their 
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children upon a more constructive approach toward the whole 
problem of their social and personal adjustment. 

In the remaining 54 per cent of the cases, the clinic had 
felt that little or no change had occurred. There had been 
slight reason to expect any permanent improvement in either 
the attitude of the parents or the conduct of the children, 
and the outlook for the future certainly had appeared dis- 
couraging. It took but little imagination to visualize these 
children, already either engaged in delinquent activity or 
handicapped by personality traits such as hostility, aggres- 
siveness, defiance, rebellion, and stubbornness, getting into 
serious social difficulties as they approached the adolescent 
period. 

An average period of eight years elapsed between the time 
when clinic contact was discontinued and the time of the 
follow-up investigation. The present ages of the boys range 
from fifteen to twenty-five years, their average age being 
nineteen. 

Various changes were wrought in the environmental situa- 
tions of the boys during this period. More than one-third 
of the families improved their circumstances by moving to 
better homes and neighborhoods, while a little less than one- 
third of them, by moving to less desirable homes and neigh- 
borhoods, increased the stresses and strains imposed upon 
their children. Thirteen of the boys spent a part of the 
time during the interim period in foster homes. Economic 
reverses, due to irregular employment or lack of employment, 
were experienced by some of the families. This necessitated 
a considerable lowering of the standard of living of the family 
group and, in some instances, the acceptance of relief. 

Other conditions that imposed additional hazards upon 
these boys were such events as the death of one or both 
parents, the separation of the parents, or the desertion of 
one parent. Serious situations were also created by the 
asocial behavior of members of the immediate household 
which, in several instances, resulted in court commitments. 

The health of the majority of the group continued to be 
good. There were some exceptions, as a few of these boys 
were handicapped by serious cardiac conditions, active tuber- 
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culosis, pernicious anwmia, or gastric ulcers. Interesting 
enough, in only one case did alcoholism play an important 
part. 

Almost three-fourths of this group had discontinued school 
attendance as soon as this was legally possible. Most of 
them had not even completed grammar school and only eight 
had graduated from high school. Twenty-eight are still 
attending school. Of this number two are in college, five are 
in vocational school, and the remainder in the grades or in 
high school. 

Recreational outlets and activities have continued to be 
unsatisfactory for over half of this group. A few of the 
boys are outstandingly introverted, ill at ease in group con- 
tacts and preferring solitary pursuits. Others have limited 
leisure time to expend on recreational activities. Moreover, in 
many cases recreational resources are meager or undesirable. 

In thirty-five of the cases, poor school adjustment has 
persisted, with the usual accompaniment of poor scholastic 
standing. The other most frequent difficulties revealed are 
temper tantrums, disobedience, excitability, speech defects, 
nail-biting, masturbation, enuresis, and sleep disturbances. 

Ten of the boys have married. In one instance it was a 
forced marriage; the marital adjustment was very poor and 
a divorce soon followed. The others have made a successful 
adjustment to marriage as far as could be determined. 

EKighty-three per cent of the group were able to obtain 
some type of employment during the interim period. Twenty- 
eight are regularly employed; the remainder are working 
part time. Obviously, those of this group who are still 
attending school are working only on afternoons and Satur- 
days. The most common types of employment are odd jobs 
in the neighborhood, unskilled, semi-skilled, and skilled labor. 
One-sixth of this group have attended C.C.C. camps. 

Thirty-five of the boys manifested delinquent behavior at 
some time during the interim period. This took the following 
forms: 
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Types of delinquent behavior Number of instances 


Unlawful use of an automobile 
Homosexual behavior 
Heterosexual behavior 
Unlawful use of firearms 
Assault and battery 


Violation of peddling law 
Fire-setting 

Armed robbery 
Exhibitionism 


Considering these cases separately, we find a higher per- 
centage of adverse social conditions than in the group as a 
whole; that is, a larger percentage of the homes are char- 
acterized by such conditions as severe economic stress, 
crowded living quarters, unwholesome neighborhood influ- 


ences, dearth of recreational resources, lack of one or both 
parents, and foreign-born parents. Furthermore, the average 
period of clinic attendance had been shorter for this group, 
more of the parents had been uncodperative with the clinic, 
and fewer of the boys had benefited from their clinic contacts. 

There are other striking features about this group. Its 
average I.Q. is 82, lower than the average for the entire 
group. These boys represent a dull-normal group. That 
they were definitely maladjusted during their school career 
is demonstrated by the fact that they did outstandingly poor 
work, both before the time that they came to a clinic and 
during the interim period. They experienced constant frus- 
tration in the school situation, undoubtedly accompanied by 
feelings of inferiority and inadequacy. In an effort to escape 
their unhappiness, over two-thirds of them had resorted to 
truancy, and all but four of them had left school as soon as 
they had reached the age of sixteen. 

Eighteen of these thirty-five boys had been incarcerated 


Breaking, entering, and larceny.................. 15 
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in various correctional institutions as a result of their 
behavior. These eighteen boys had served a total of fifty- 
two different terms in the institutions to which they had been 
sent. Twelve of them had been committed three times or 
more, many of them going from one institution to another 
with the increase in their ages and the severity of their 
offenses. These twelve boys represent the group who had 
the most stormy careers during the interval period, five still 
being incarcerated in correctional institutions. The table 
below shows the number of commitments and the present 
situation of these twelve boys: 


Number of 
Case commitments Present situation 
On parole from reformatory; living at home, irregu- 
larly employed 
Whereabouts unknown, having broken parole 
Living in a foster home, regularly employed 
Whereabouts unknown, having broken parole 
On probation to superior court; irregularly employed 
Incarcerated in correctional school 
Living at home, irregularly employed 
Incarcerated in correctional school 
Living at home, irregularly employed 


In this group recidivism and recommitment to correctional 
institutions definitely contributed to prolonged participation 
in delinquent behavior. The problem is acute, since the recidi- 
vist group come from homes and neighborhoods markedly 
lacking in adequate resources. It is not only a psychiatric 
or mental-hygiene problem; it is also an extensive sociological 
problem. 

It will be recalled that the intellectual level of this group 
was low, the average intelligence quotient being 88. The 
following table shows the present situation of these boys 
classified according to intelligence. Six boys are not included 
in the table as they did not have psychological examinations. 
Three of these are unemployed, two are regularly employed, 
and the whereabouts of one is unknown. 
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Present situation Total Intelligence quotient 
80 orunder 81to99 100 orover 
Regularly employed ............. 26 10 13 3 
Attending school ............... 26 0 12 14 
12 7 4 1 
Irregularly employed ............ 7 3 3 1 
Inmate of correctional institution. . 6 2 3 1 
Employed by W.P.A. ............ 6 2 3 1 
Whereabouts unknown .......... 2 2 0 0 


Inmate of a state school for the 


22 


There is an interesting similarity between this table and 
that showing the correlation between present situation and 
age. The younger group follow closely the pattern of the 
higher-intelligence group and the older group the pattern 
of the lower-intelligence group: 


Present situation Total Age 
Under18 18to20 2lorover 


years years 
Regularly employed ............- 28 3 12 13 
Attending school ............... 26 15 11 0 
Irregularly employed ........... 7 2 2 3 
Inmate of correctional institution. . 6 2 3 1 
Employed by W.P.A. ........... 6 0 4 2 
Bis 3 0 0 3 
3 2 1 0 
3 0 2 1 
1 0 1 0 


|. ° 


The boy who is an inmate of a state school for the feeble- 
minded had received an intelligence quotient of 87 when 
tested at the child-guidance clinic at eight years of age. He 
had later been tested at the state school when fourteen years 
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Inmate of a state hospital for the 

1 0 1 0 

Inmate of a state hospital for the 

Inmate of a state school for the 

feebleminded ................. 1 
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of age, at which time he had received an intelligence quotient 
of 65 and had been admitted to the school. 

At the end of the clinic contact with these boys—which, 
we must keep in mind had been terminated prematurely in 
a very large percentage of the cases—an effort had been 
made to formulate certain prognostic impressions. This had 
been done from the data at hand—that is, the social histories, 
psychological examinations, psychiatric studies and treatment 
notes, and the expectations as to what might occur as a result 
of changes in parental attitudes, contact with other agencies, 
foster-home placements, and the influence of our direct con- 
tacts with the children. 

It is no easy matter to determine the degree of permanency 
of the adjustment obtained by a particular child at any given 
time, in view of the innumerable factors, both internal and 
external, that play a part in the process of adjustment. 
Moreover, the criterion of adjustment varies widely, depend- 
ing upon the observer. For the large majority of parents and 
teachers, adjustment means simply conformity. On the other 
hand, those who are seeking deeper evidences of adjustment 
realize that although a child may appear to be conforming 
socially, he may at the same time be greatly maladjusted 
psychologically. They consequently think of a conformity 
that is without resentment and without impulses toward rebel- 
lion. They recognize further that in certain environments 
delinquent behavior is the common pattern of the group. It 
well may occur with little or no conflict or emotional turmoil. 

With this thought in mind, an attempt had been made, at 
the termination of their attendance at the clinic, to anticipate 
both the social adjustment and what might be termed the 
personal adjustment of these children. A double prognosis 
had been formulated, the first part dealing with the social, 
the second with the personal adjustment. In formulating 
the first, we had been interested only in that narrower aspect 
of social adjustment which is regulated by the dictates of 
society. 

At the termination of their clinic visits, we had anticipated 
that 65 per cent of these children would eventually become 
adjusted to their environments—that is, that their delin- 
quency would cease and that they would not become a menace 
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to society because of their behavior. On the other hand, 
we had felt that not more than 25 per cent of the group 
would make satisfactory personal adjustments—that is, that 
75 per cent of them would continue to be harassed and handi- 
capped by conflicts because of the fact that their personalities 
had been warped during their early years, and that eventu- 
ally they would probably join that large group of rather 
unhappy, inefficient, unstable individuals who are so common 
in adult life. 

The results of our present survey indicate that we have 
not become very adept, as yet, in this matter of prognostica- 
tion. We found that our prognoses had been altogether too 
pessimistic. These boys, as a group, had attained much better 
adjustments, both social and personal, than we had felt was 
possible. The two sets of percentages, the prognosticated 
and the actual, were as follows: 


Prognosticated adjustment Actual adjustment 
Personal Social Personal 


25 82 61 
75 18 39 


100 100 100 


The clinic had made a prognosis of poor social adjustment 
in thirty-five cases. The final adjustment indicates that only 
sixteen of these thirty-five cases—with two additional cases, 
making a total of eighteen—had failed to make good social 
adjustments. In sixteen of the eighteen cases whose ultimate 
social adjustment was poor, our anticipation was substan- 
tiated by our subsequent investigation, but in selecting these 
sixteen cases, we had selected nineteen more whose ultimate 
social adjustment was good. This represents an error of 
over 50 per cent. 

Of the sixty-five cases in which we had anticipated a good 
social adjustment, sixty-three, or 98 per cent, had lived up 
to our expectation—that is, these boys were considered to be 
well-adjusted to the varied environments in which they were 
living and they had been so adjusted for a period of at least 
three years. 

It is obvious that we had underestimated the inherent dis- 
position of youth to reorganize its social attitudes so that 
it may eventually fit into society without conflict. 
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As one would expect, in prognosticating the personal 
adjustment of these boys—in as much as we were dealing 
with the less tangible factors relating to personality as com- 
pared with behavior—our errors in judgment had been even 
more numerous. We had anticipated that 75 per cent of the 
entire group would probably fail to make satisfactory per- 
sonal adjustments—that is, that they would develop person- 
alities that would be twisted and warped because of their 
intellectual inadequacies and emotional instabilities, plus the 
varied stresses and strains that would be imposed upon them 
by their environments. 

It must be remembered, however, that the evaluations that 
we were able to make of the personality adjustments actually 
achieved by these boys were on the whole unsatisfactory. This 
was due to the fact that it was not feasible to give them 
follow-up psychiatric examinations. We were almost entirely 
dependent upon the histories obtained by a social worker 
from parents, teachers, employers, probation officers, and 
others. Only when there was objective evidence of personal 
conflict, as manifested in the child’s personal relationships, 
could we be fairly sure that we were dealing with a child 
whose inner conflicts were so serious that he should be con- 
sidered personally maladjusted. There were thirty-nine such 
instances. Probably no small proportion of the remaining 
sixty-one would have fallen into the personally maladjusted 
group had they been seen by a psychiatrist. However, from 
the available information, they appeared to be normally free 
from worries, anxieties, and other emotional responses that 
are incompatible with happiness and efficiency. 


CONCLUSION 


We are not unmindful of the fact that improved attitudes, 
as well as conduct, did occur in almost half of these children 
during the period of clinic treatment. But had these cases, 
as a group, turned out badly, we would not have been dis- 
posed to blame the clinics for the poor results. It seems but 
fair, therefore, in our evaluation of the contributions that 
the clinic made, not to take too much credit. The changes 
in habits and attitudes that have occurred may well be due 
to the factor of time. 


There is an impression among psychiatrists, sociologists, 


286 MENTAL HYGIENE 


penologists, and others interested in problems of human 
behavior, that time is frequently an important stabilizing 
influence. This view is based upon the fact that children 
often pass through various stages of nonconformity with no 
lasting ill effects upon their later adjustment to life. Par- 
ticularly is this true during the adolescent period, when the 
desires, appetities, urges, and other emotionally conditioned 
drives appear to be more intense, while the sum total of the 
individual’s experiences are still limited. 

We must remember, however, that it is not time alone that 
tends toward this process of stabilization. It is, rather, a 
combination of the changes—we may not know exactly what 
they are—that are taking place within the individual himself 
as a result of the normal process of growth and development 
and the constant and ever-changing effect of varied environ- 
mental influences. Man is a gregarious animal, with natural 
tendencies and inclinations toward conformity. We find him 
accepting the patterns of conduct that are approved by his 
particular group, even though he may do so merely as a 
matter of expediency. In other words, within rather broad 
limitations, he follows the herd. 

Ultimately a large percentage of these poorly equipped chil- 
dren, subjected to practically all of the adversities of poor 
environments, did make satisfactory social and personal 
adjustments. But, in the process of being stabilized, many 
of them went through a very stormy period that well might 
have been averted had the clinic contacts been more satisfac- 
tory. For example, there were nineteen boys for whom we 
had anticipated a poor social adjustment, yet whose ultimate 
adjustment was good. In the process of effecting this good 
adjustment, however, there had been a long interval of mal- 
adjustment. There had been many instances of truancy, 
pilfering, breaking and entering, larceny, juvenile-court 
appearances, and even incarcerations in correctional insti- 
tutions. In addition to these asocial activities, there had been 
numerous minor neurotic manifestations. 

It is fortunate indeed that youth tends to become stabilized 
in the process of growing-up, in as much as relatively few 
facilities are provided for administering preventive meas- 
ures. Mental hygienists recognize the fact that many poten- 
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tially delinquent children and children in the early stages of 
delinquency would undoubtedly benefit from short periods 
away from home in well-organized institutions. Other chil- 
dren would require prolonged periods of training, followed 
by probation under the supervision of trained social workers, 
before they could assume the responsibilities and obligations 
imposed upon independent members of the community. Fur- 
thermore, there is a relatively small group of children who 
are in need of indefinite commitments, in as much as they 
show no indication of having profited from their past experi- 
ences. As yet, however, society has been but little affected 
by the advances made in the field of preventive therapy and 
training. It does not recognize the grave need of adequate 
provision for the special training and guidance and psychia- 
trict understanding of children during certain well-defined 
and stormy periods of their life. 

To-day, even if a child is recognized as a potential delin- 
quent, little can be done in the way of preventive therapy. 
Agencies are particularly handicapped when they meet with 
opposition from parents, as they have no authority to force 
therapy upon parents when they are not disposed to accept 
it. It is only after a child has committed an actual offense 
against society that steps can be taken to administer therapy 
to the child even when there is active opposition on the part 
of the parents, and by that time a great deal of conflict and 
unhappiness have occurred that might have been avoided. 


BOOK REVIEWS 


Psycniatric Socia Work. By Lois Meredith French. New York: 
The Commonwealth Fund, 1940. 344 p. 

If you are a pychiatric social worker, if you think you are doing 
psychiatric social work, or if you are planning to become the one or 
to do the other, you should read and digest this book. If you are 
concerned with the administration of an agency or an institution that 
deals with human beings on the basis of interpersonal relations, this 
book will help you to understand some of the perplexing problems 
that arise because people like titles and jobs need labels. Finally, if 
you are a psychiatrist, you will find that the section on trends in 
social treatment will point out for you, in simple language, some of 
the things you do or ask social workers to do that had better be left 
undone or done differently. 

Chapter I begins: ‘‘ Around the human ills that are the concern 
of social work have developed many specialized areas of activity.’’ 
A little farther on the statement is made that psychiatric social work 
‘‘represents social work practiced in connection with psychiatry and 
mental hygiene in organizations that have for their primary purpose 
the study, treatment, and prevention of mental and nervous dis- 
orders.’’ Still later in this same chapter comes the statement: ‘‘Con- 
fusion has arisen because, in the studies of psychiatric-social-work 
activities, the assumption has too often been made that all activities 
of psychiatric social workers are ipso facto psychiatric social work.’’ 
This chapter then goes on to discuss the relations of a psychiatric 
social worker to the various fields into which she has been drawn be- 
cause of the demand for special knowledge. It concludes with the 
statement that psychiatric social work ‘‘is social work practiced in 
relation to psychiatry.’’ 

Chapter IT discusses the growth of psychiatric social work ; Chapter 
III, the scope of psychiatric social work and the remarkably migratory 
habits of psychiatric social workers. Chapters IV and V are devoted 
to a presentation of psychiatric social work in relation to hospitals, 
clinies, and mental-hygiene education. Chapter VI, which is titled 
Some Trends in Social Treatment, can be of great value to any social 
worker and to many psychiatrists. If one sentence could be pasted 
on the cover of the notebook of every institutional social worker and 
psychiatrist, it might make a real difference in the lives of many 
patients: ‘‘Study can be a bar to treatment, no matter how clear 
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an understanding the worker gains of the problem, if it leaves the 
patient and those close to his problem confused, uncomprehending, 
fearful, or resistive.’’ Those of us who have watched ‘‘history 
taking’’ and ‘‘mental-status taking’’ know this only too well. 

The book closes with a discussion of professional education, an 
account of the American Association of Psychiatric Social Workers, 
and a statement of the salary status of psychiatric social workers 
in 1937. 

The author has successfully avoided all the decorative verbiage 
to which we have become accustomed in social-work discussions. I 
regret, however, the use of the term ‘‘nervous disorders’’ in a psychi- 
atric text. 


G. H. Preston. 
State Board of Mental Hygiene, Baltimore, Maryland. 


THEORY AND Practice or Socian Case-Work. By Gordon Hamilton. 
New York: Columbia University Press, 1940. 388 p. 


The history of social case-work is documented with the recorded 
clarities and confusions of social case-workers. So it must be with 
any profession whose evolution involves a changing psychology 
reflected in changes in practice and procedures. While many social 
case-workers have dared to ‘‘stick their necks out,’’ during the period 
of social case-work’s becoming, to the extent of describing some small 
part or aspect of their practice for publication in current periodicals, 
few have had either the courage or the ability to think through at 
some one time the profession of social work as a whole, to place social 
ease-work within it, to analyze the processes of social case-work in 
a variety of settings, and to publish the whole in book form. 

This is the task Miss Hamilton set for herself. To it she brought 
long experience in the field of social case-work, particularly in its 
teaching, as a member of the faculty of the New York School of 
Social Work. 

Theory and Practice of Social Case-Work is divided into two main 
parts. Chapters I through X place social case-work in the profession 
of social work, historically and in cross-section as related to other 
social-work processes, such as social group work and social planning. 
They discuss the unity of the case-work process and give attention to 
principles that are generic to all case-work practice in intake and 
application, social study, diagnosis and evaluation, and methods and 
objectives of treatment. The theory advanced is illustrated by case 
material from the several functional case-work fields—family, chil- 
dren’s, medical, and psychiatric under private and public auspices. 

Chapters XI through XIV, the second part of the book, discuss 
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functional adaptations of social case-work under public and private 
auspices and in the family and children’s fields, as well as problems 
presented by ‘‘codperative cases.’’ There is a final provocative 
chapter documented with case material, dealing with the contribution 
of psychiatry. 

In her preface, Miss Hamilton writes, ‘‘ The changes in social case- 
work during the last twenty years make the presentation of a new 
book timely.’’ They also make it extremely difficult if it is to be a 
book as broad in scope as Miss Hamilton’s, because the changes have 
not yet had time to jell into anything so coherent and reconciled as 
Miss Hamilton and all of us would like. 

As a consequence one finds in this thoroughgoing and comprehensive 
book much that is excellent in content and brilliantly put (such 
phrases as ‘‘pertinent and impertinent questions’’ are already being 
widely quoted and helpfully used), together with some statements of 
confusion which do not always seem to be recognized as such. One 
instance is the discussion of classification in the chapter, Diagnosis 
and Evaluation. Miss Hamilton sees classification as an essential 
part of the diagnostic process and writes, ‘‘the classification ‘unem- 
ployment,’ or ‘sibling rivalry,’ or ‘unattached and homeless,’ or 
‘neglect’ helps workers to think more clearly.’’ Do we not need to be 
clear here as to what the worker needs to think about and to what 
purpose? In her function as social case-worker, she never thinks of 
unemployment, but only of some unemployed person whose unemploy- 
ment is peculiarly his own and related to inner and outer pressures 
specific for him. Classification is necessary for purposes of research, 
as a basis for social legislation and community planning, but not in 
the way described for the practice of social case-work, since it would 
tend to deny the very specificity of the situation that makes social 
case-work the appropriate way of helping within it. 

At times one feels that the author is trying to reconcile her own 
thinking and so is setting down and attempting to resolve confusions 
that may not exist in the minds of her readers. There seems to be 
some tendency generally to make much of differences—for example, 
as between diagnosis and evaluation— and to classify and describe 
small parts of the case-work process, at the same time that there is 
a real effort to recognize unity. 

There is a great deal of interesting and challenging case material 
with relatively little discussion by the author, and then a great deal 
of discussion of theory, sometimes without illustrative material. One 
has something the feeling of dealing with the pieces of an intricate 
jig-saw puzzle, squeezing a bit here, pinching off a bit there to make 
the whole come right. One misses somewhat a feeling for the sig- 
nificance of the whole, its spirit and its purpose, which would make 
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some missing pieces and awkward shapes relatively unimportant. The 
final paragraph of the last chapter makes brief statement of such a 
unifying philosophy forcefully and well, but what is there stated is 
not always integrated in the ‘‘feel’’ of the book as a whole. 

Theory and Practice of Social Case-Work organizes and brings 
together in very readable form much that has been separately put 
down in a variety of publications over recent years. It was a big 
job, undertaken by a brilliant and experienced social case-worker. If 
it points up some of her and our confusions, it should stimulate us 
to their resolution. That resolution will come most surely as we 
clarify the essential philosophy that motivates us in our profession 
of social case-work and as we consistently relate our procedures and 
processes to that philosophy. 


SMALLEY. 
The University of Pittsburgh. 


New TRENDS IN Group Work. Edited by Joshua Lieberman. New 
York: Association Press, 1938. 229 p. 


Opportunities for effective social living are relatively few in mod- 
ern communities. Lacking these experiences, the average man is 
likely to be confused by social, economic, and political problems. The 
writers of the essays in this volume conceive of group work as a 
medium through which many people may avoid this confusion and 
become socially competent in thought and action. ‘‘Group work is, 
therefore, in an excellent position to aid the individual’s adjustment 
to the complexities of modern community living—more, it may be 
able to help him master the social difficulties that threaten further 
social progress and even civilization itself.’’ Not only do these values 
inhere in group work, but there are hygienic results of great signifi- 
eance which are cited by various contributors to this volume. 

In the first brief essay, certain pertinent questions are raised: what 
are the places in which the group touches some social issue; how can 
we build educational experiences out of the resulting contacts; and 
how can we evaluate them? Grace L. Coyle discusses these questions 
for three age groups: children under twelve, adolescents, and young 
people over twenty-one. If one may feel that too sharp a differentia- 
tion is accorded adolescence, one will welcome the very practical, 
compactly written presentation. ‘‘The important thing is that we 
help them [adolescents] to find their way toward an alignment with 
the constructive forces in realistic experience emotionally satisfying 
and intellectually developing.”’ 
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In the second essay, John Dewey! reémphasizes the cultural lag 
that characterizes education and offers three alternatives as courses 
of action: 


‘*Educators may act so as to perpetuate the present confusion and 
possibly increase it. That will be the result of drift, and under present 
conditions to drift is in the end to make a choice. Or they may select 
the newer scientific, technological, and cultural forces that are pro- 
ducing change in the old order; may estimate the direction in which 
they are moving and their outcome if they are given freer play, and 
see what can be done to make the schools their ally. Or educators may 
become intelligently conservative and strive to make the schools a force 
in maintaining the old order intact against the impact of new forces.’’ 


The second course is the one endorsed by Dewey, who stresses the 
educational import of the problem of finding out what democracy 
means in its total range of concrete application: economic, domestic, 
international, religious, cultural, and political. 

The reviewer would have liked to see E. C. Lindeman’s essay follow 
Dewey’s, for Lindeman points to what is perhaps the central function 
of group work in a democratic society—the production of persons 
who are capable of utilizing the ‘‘discipline [of group work] in min- 
istering to the common needs of their fellows.” <A preoccupation 
with quantity among the advocates of group work and progressive 
education—the number of members, the variety of commissions or 
groups, the geographical localities represented by active workers, and 
so on—seems sometimes to become a rationalization for insensitiveness 
to the qualitative aspects of life and behavior. A preoccupation with 
quantity is found in the most prevalent forms of group work—recrea- 
tion, education, and social organization. The amount of such work is 
no proof of its lasting worth; if these activities were reoriented and 
redirected by social principles and methodology, the democratic 
process would be enhanced and perhaps assured. This excellent 
presentation might profitably have been extended and made the 
central feature of the book. 

One of the most interesting essays, that by Isabel Merritt, reveals 
how philanthropy may make a lasting contribution to democracy by 
fostering small neighborhood groups. The vivid portrayal of the 
socialization of Stryker’s Lane Auxiliary, Inc., is a fine lesson in the 
possibility of the rehabilitation of a neighborhood—in 1917, suspicious, 
baffled, and torn by internal discord; in 1938, a self-governed, self- 
supported social asset. 

A number of scattered and somewhat repetitious items pertaining to 

1 The reader should examine his recent volume in which the thesis of this essay 


is admirably developed. See Freedom and Culture, by John Dewey. New York: 
G. P. Putnam’s Sons, 1939. 
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education are assembled in Part II of the book. Lieberman’s provo- 
cative suggestion as to the basis for an educational evaluation of 
group work is an important contribution, and Goodwin Watson’s 
critical examination of character education is a high point in this 
section. Concerning the indefensible and meretricious approaches in 
character education, Watson writes: 

‘*Tt will be necessary to choose an approach which does not suggest 
false unities, which directs attention to what is going on in the outside, 
objective world, which takes due account of the mechanisms of emotional 
life involved in personality patterns and in particular forms of behavior, 
which recognizes the unique character of each situation and adjusts to 
changing societies, and which enables the individual to face the complex 


problems of life without oversimplifying them or being distracted by 
the ever-present conflict of values.’’ 


This section includes a wide variety of none-too-well integrated 
topics—including principles in progressive education, current issues 
confronting youth, dramatics, and adult education. Charlotte B. 
Chorpenning’s vision of the possibilities of dramatics and Neva 
Boyd’s account of recreation (which is a part of Section IV) might 
well have been included in the same section, for they are similar 
in spirit. Both authors make important contributions to the volume 
and to the field of group work. 

Part III, given over to leadership in group work, reveals some of 
the weaknesses discussed by Lindeman in his essay. Nevertheless, 
many important points, indicative of sound philosophical orientation, 
are found in this section. 

The entire volume is recommended to all persons interested in 
mental hygiene. It presents an antidote to the psychologist’s too 
often predominating interest in individual development, and reveals 
the essential relatedness of effective group and individual work. The 
volume could have been greatly enriched by the inclusion of some of 
the significant contributions centering upon the social psychology of 
childhood. It offers, nevertheless, an evaluation of group work that 
should prove enlightening and helpful to teachers, group leaders, and 
social workers. 


Wirty. 
Northwestern University, Evanston, Illinois. 


Minor MenTAL MALADJUSTMENTS IN NorMat PEopte. By J. E. 
Wallace Wallin. Durham, N. C.: Duke University Press, 1939. 
298 p. 

The purpose of this book is indicated by Dr. Wallin in this quota- 
tion from his introductory chapter: ‘‘ Although the study of psy- 
chiatry and the frank psychoses and psychoneuroses is not without 
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value to all those whose work is with the normal population, a more 
important background of information on maladjustments, quirks, 
and hampering habits and attitudes for the guidance of such workers 
will be obtained from the study of case material culled from the 
‘psychopathology of everyday life.’’’ With the aim of supplying 
such information, the author has compiled many case histories of 
people whom he regards as normal, to illustrate various kinds of 
conflict and symptom complex, and to indicate the conditions and life 
experiences out of which they arise. 

Several minor criticisms may be made of the book. One is that the 
material is drawn from a very restricted group—all of them college 
people, many of them holding postgraduate degrees and most of them 
teachers. Not many workers in his field would agree with Dr. Wallin 
that ‘‘normal and well-endowed people probably constitute 90 per 
cent of the total population.’’ Further, the author gives only the 
vaguest idea of what he regards as ‘‘normal.’’ It seems that for him 
normal is synonymous with possessing the ability to teach school. 
Granted that the ‘‘normal”’ is difficult to define, yet certainly most 
psychiatrists would regard many of the persons whose case histories 
Dr. Wallin gives as definitely abnormal. There is a superficiality 
about the attempts at self-analysis that many of these students make, 
perhaps partly due to efforts to interpret their experiences in terms of 
the course they are studying and partly to the fact that sexual matters 


are deliberately left out. Dr. Wallin may have good reasons for leav- 
ing out such discussions, but the fact remains that it is the experience 
of the large majority of workers in mental-hygiene clinics that beneath 


just such types of neurosis as are here portrayed is found much 
maladjustment in the sex area. 


But aside from these not too important criticisms, the book is 
excellent and a real contribution. It may be heartily recommended to 
workers in mental-hygiene clinies, to student counselors, and so forth 
as an interesting and valuable collection of case histories presenting 
the mental conflicts of a large and superior group in the population. 
Many such workers will find it of interest to compare this material 
with that which comes to them in their own consultations. 

Teachers of mental-hygiene courses and those who make addresses 
on the subject of mental health will find it a rich source of illustrative 
matter. It may be assigned as collateral reading for students, but 
most teachers will find it advisable to modify the great latitude with 
which the author uses the term ‘‘normal.’’ 


Dr. Wallin’s introductory chapter, his explanatory remarks about 
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the nature of the abnormalities under which he groups his case 
histories, his guiding and arresting questions, all add value to the 
book and make good reading. 
JAMES WATSON. 

The North Carolina State Board 
of Charities and Public Welfare, 
Division of Mental Hygiene, 
Raleigh, North Carolina. 


PRINCIPLES OF ABNORMAL PsycHoLogy: THE DyNAmics PsyYCHIC 
Inuness. By A. H. Maslow and Béla Mittelmann, M.D. New 
York: Harper and Brothers, 1941. 638 p. 

This book is a text of abnormal psychology for college use. Although 
the foreword states that it represents a fusion of two traditions, ‘‘the 
experimental-academic and the clinical-medical,’’ it seems to the 
reviewer that the latter is rather weakly represented. 

The reader will find abnormal mental manifestations—symptoms, 
syndromes, and clinical entities—described and discussed almost ex- 
elusively from the standpoint of a special interest in mental mecha- 
nisms, or, to use the authors’ term, psychodynamic processes. This 
may perhaps be regarded as legitimate, but only on the ground of 
the necessity for specialization, due to the impracticability of impart- 
ing to students a grasp on all of the many-sided aspects of the struc- 
ture of present-day neuropsychiatry. 

The consequence is that, here as elsewhere, the advantages of 
specialization are mixed with the evils that are inseparable from it— 
the evils of one-sidedness and false perspective. The student will 
hardly be able to gain from this book much of an idea that in the 
etiology of mental disorders there are factors of any considerable 
importance beyond those of poor mental hygiene in childhood—par- 
ticularly social factors and unsatisfactory parent-child relations—and 
that in the treatment of them there are many measures of importance 
beyond psychotherapy. 

The book can be recommended as a text of abnormal psychology, 
with the provision that the student supplement his study of it with a 
good deal of collateral reading, toward which he will find himself 
directed in the fifty-page bibliography appended at the end. 


: Aaron J. ROSANOFF. 
Department of Institutions, Sacramento, California. 
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Psycuiatric Dictionary. By Leland E. Hinsie, M.D., and Jacob 
Shatzky. New York: Oxford University Press, 1940. 559 p. 


New arts require new tools. It is not surprising, then, that the art 
of psychiatry, which is so dependent upon speech as the acme of 
expression of the patient as well as the chief instrument of the artist 
in the modification of human behavior, should show a geometric 
progression of its vocabulary as it advances. This fact is clearly evi- 
denced in the dictionary under review. 


Reviewing a dictionary is not an easy task. Obviously one cannot 
read it from cover to cover and criticize each definition. Yet a 
perusal of this volume is intriguing. It looms up as more than a 
reference book or a book of mere words. It is an archive, in which 
many main-line phases and side issues of psychiatry come to evidence 
and receive permanent record in compact form. 

The authors have facilitated the search of the user of this dictionary 
for the right word by amplifying the technique of the foreign- 
language-English dictionary, translating the common into the tech- 
nical. Thus, under the common English ‘‘death-delusion,’’ will be 
found “ nihilism,” and vice versa. Phrases as well as common names 
find a place in the pages of this book. Variations in meaning are 
presented, and definitions are more or less descriptive rather than 
overly concise. At the same time there is no indulgence in attempts 
at over-definition. 


It is true that there are some gaps in the book. The terminology of 
behaviorism and of child psychiatry could have been more complete. 
The special terminology of the semanticists is overlooked, although 
of comparable vintage with that of the sociometrist, which is included. 
There is an inclination to be more exhaustive on the psychological 
and psychotherapeutic side of psychiatry than on the physiological 
and pharmacological; such words as ‘‘placebo,’’ ‘‘sedative,’’ and 
‘‘hypnotic’’ (in the chemical sense of the term) are missing. 

However, Rome wasn’t built in a day, and 559 pages of definitions 
are near enough to completeness to make this an extremely valuable 
addition to a working library. There are five and a half blank pages 
at the end of the book to test the ingenuity of any one who wishes to 
make his own definitions and further approximate completeness. 

Grorce S. STEVENSON. 


The National Committee for Mental Hygiene, 
New York City. 
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PracticaL CLinicaL Psycuiatry. By Edward A. Strecker, M.D., and 
Franklin G. Ebaugh, M.D., with a Section on Psychopathological 
Problems of Childhood by Leo Kanner, M.D. Fifth edition. 
Philadelphia: The Blakiston Company, 1940. 728 p. 

This fifth edition of a standard textbook represents an advance in 
many respects over the former editions. In the first chapter the basic 
psychobiological point of view has been stated perhaps more clearly 
than anywhere else in the literature. There is a minimum of the 
terminology that some people find so confusing and the principles 
are stated in simple language. The psychological mechanisms are 
treated in a clear and direct way which permits of the application 
of some of the psychoanalytic concepts that have been established in 
the psychobiological field. In this first chapter there is also a brief 
discussion of ‘‘crowd-mind’’ behavior and its relation to the present 
world unrest. It would seem to the reviewer that the last person 
who would be willing to apply to a higher order of integration the 
principles and laws governing lower orders would be the psycho- 
biologist. Yet here the authors have attempted to apply to units 
of social magnitude the laws pertaining to individuals. 

The second and third chapters deal with practical aids to the study 
of mental disorders, including classification, outlines of physical and 
mental examinations, and so on, as well as the use of life charts and 
similar graphic summaries. 

From here on the student is introduced to the various reaction 
types, beginning with the organic disorders, which form a bridge for 
him from physical disease over into the realm of total behavior pat- 
terns. Next he is introduced to toxic-delirious, manic-depressive, 
schizophrenic, paranoid, and paranoic conditions, mental deficiency, 
constitutional inferiority, and psychoneurotic reactions, in that order. 
The material is all discussed in terms of actual case presentations 
which serve as a point of departure for the explanation of the genetic- 
dynamic origins of the illnesses and the methods used in their 
treatment. Of particular interest are the discussion of the mode of 
action of therapeutic malaria and the comparison of various hyper- 
thermic procedures in the matter of their effectiveness in general 
paresis. 

Throughout, the text has been brought up to date in such points 
as the use of the electroencephalograph in epilepsy and organic- 
reaction types, of various forms of shock therapy and of vitamins, 
of the Rorschach test, and so on. 

The text concludes with a chapter on the psychopathological prob- 
lems of childhood by Leo Kanner. This represents distinct improve- 
ment over former editions, giving, in a relatively brief space and 
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in a practical, matter-of-fact way, a very clear picture of the types 
of disorder one is apt to encounter in this field and their causes and 
management. 

In addition, there is a brief glossary, which could have been ampli- 
fied to the great advantage of the student. 

On the whole, this book remains probably the most useful textbook 
of psychiatry for the general practitioner and the average student 
of medicine. The chief criticism would have to do with the imbalance 
between the detailed and ample presentation of symptomatology and 
definitive treatment techniques and the relatively superficial handling 
of theory. 

LAWRENCE WOOLLEY. 

Sheppard and Enoch Pratt Hospital, 

Towson, Maryland. 


THE OccuPATIONAL TREATMENT OF MENTAL ILLNEsS. By John Ivison 
Russell, M.D. Baltimore: William Wood and Company, 1938. 
231 p. 

This book, whose author is Medical Superintendent of the North 
Riding Mental Hospital, Yorkshire, England, is intended primarily 
for the mental-hospital nurse, and is naturally divided into a theo- 
retical and a practical section. ; 

The opening chapter of the first section states ‘‘that although 
occupational therapy owes much of its present favor to experience 
in treating general medical and surgical disabilities, it is essentially 
a psychological measure and should not be confused with the appli- 
cation of remedial exercises for the correction of deformities. . ; 
It is this added interest, or the psychological factor, which makes it 
superior to those exercises which have no other purpose than the 
loosening of a joint or the development of a muscle.’’ 

In presenting the aims and rationale of occupational therapy to 
the nurse, the author has purposely used nontechnical terms that 
even a layman can understand. This part of the discussion contains 
much food for thought for the trained therapist. ‘‘By education 
and social experience man acquires an idea of an ideal self, a per- 
sonal opinion regarding his particular status, obligations, and duties, 
in the society of mankind, and a sense of propriety for his own 
conduct and for the courtesies which he deserves from others. . . . The 
happiness of his whole life depends upon the welfare of this ideal.’’ 
Circumstances seem to conspire in suggesting to the mental patient 
that he is useless and superfluous. Because it is the purpose of 
organized occupational treatment to remove this harmful sugges- 
tion, ‘‘to the patients of a mental hospital occupational therapy 
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is as necessary as food and should be administered on a similar 
standard—viz., agreeable service of suitable quality and adequate 
quantity.’’ 

Dr. Russell believes that ‘‘suitable occupation, carefully chosen 
and skillfully presented, will improve the mental and social condi- 
tion of every patient in a mental hospital,’’ but this is so much 
easier to preach than to practice that attention is called to the fact 
that it was preached for a hundred years before much was done 
about it. Perhaps the factor most responsible for this delay is the 
fact that all too often the presentation of occupational therapy 
was in the hands either of those with little training and less faith 
in the value of this treatment, or of those who, while convinced of 
the real value of occupational therapy, were as nurses much too 
busy with required duties to find time to supervise tasks for which 
they had neither the training nor the latent adaptability. An appre- 
ciative understanding on the part of the nurse will bring about a 
form of coéperation that is mutually helpful to the therapist and 
to the patient. It would, however, seem that any set-up depending 
for its suecess so largely upon the time and efforts of the nursing 
force is handicapped from the start. The nursing personnel, unless 
quite differently organized in England, has neither the time nor 
the physical strength to give to extra duties under the guidance of 
trained therapists, and occupational therapy can be very exacting 
in both of these respects. 

In the chapter on psychological types, much information has been 
given in simple, but concise form. Some of the observations pre- 
sented as to type reactions to occupational therapy will be helpful 
to the therapist who is specializing in the work in the mental hospital, 
and invaluable to those with less experience in this field of endeavor. 

The chapter on clinical types covers a rather large subject briefly, 
but most satisfactorily. The presentation has purposely been shorn 
of all specialized technical language, and this has been done so 
successfully that the text is uniquely informative. 

Occupational therapy is of little value unless carefully prescribed 
and supervised. The author affirms this, but observes that the 
physician in the large mental hospital is frequently so busy that 
an elaborate prescription form defeats its own purpose and not 
infrequently contributes little more than the patient’s name and 
the date. While suggesting that access to the clinical records would 
offset this, the author presents an occupational formulatory which 
makes possible the writing of the entire prescription in a single line. 

In the chapter on organization, a number of methods of organizing 
the hospital personnel as a whole for occupational therapy are con- 
sidered. After discussing departments as organized in this country 
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and in a number of European countries, ways in which occupational 
therapy may be carried on under medical control are presented: 
‘*(1) Existing nurses and staff are trained and utilized; (2) techni- 
cians, who have not undergone training as nurses, are added to 
the existing nurses and staff; (3) occupational therapists are 
employed in addition to nurses and technicians.’’ The author advo- 
cates the third method and makes it clear that while therapists are 
responsible to the medical officer and not to the matron or chief 
male nurse, still they are responsible for the training of the nurses 
and technicians prior to the organization and presentation of treat- 
ment to the patient, as a very large part of the work will be carried 
on by these groups. 

It is also made clear that the therapist is but fitting into a larger 
scheme. While occupational units may be organized under a respon- 
sible therapist, who has every reason to feel proud of accomplishment, 
these may be considered as units only and not as the occupational- 
therapy department. This precludes the organization of depart- 
ments under one responsible trained director of occupational therapy 
or chief therapist, a plan found most satisfactory in this country. 

The chapters on habit training, outdoor special parties, and ward 
classes present pictures of the work that will seem familiar to every 
trained therapist who has had experience in our own large mental 
hospitals. The pictures are but seen through English glasses, and 
the presentation of physical education fits into the same familiar 
frame. 

The chapter on the occupational center begins as a kind of spe- 
cialized hospital walk, but evolves most fortunately into an occupa- 
tional-therapy clinic. Cases are briefly presented, paralleled with 
a statement of the related occupational approach and procedure and 
an evaluation of reactions and results. The chapter on accommoda- 
tions presents floor plans and elevation of an occupational building 
and equipment designed to meet local needs. A chapter on the pur- 
chase and care of supplies completes the first half of the book. 

The second section, the practical section, of the book, while prepared 
primarily in the interest of the nurse who is to carry on a large part 
of the activity, contains much that is of interest to the doctor and 
the administrator. Occupational therapy is organized differently in 
this country, placing emphasis on certain activities to the exclusion 
of some others that no longer seem quite satisfactory to us. 

The author acknowledges the assistance others of the staff have 
given in compiling this second section. In the editing of this mate- 
rial, however, he has been handicapped by lack of personal expe- 
rience. In several of the craft chapters, essential steps in the 
technic have been overlooked. Some of the arts and crafts considered 
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could not be satisfactorily presented even by specialists in these 
subjects in one brief chapter. 

The chapters on timber and its uses as peculiar to the British 
Islands are very good. Wood-turning is presented in a brief, but 
helpful and workable manner. The instructions for wood-carving 
are concise and helpful, but the choice of designs leaves much to 
be desired. The chapter on basketry is interesting in that the 
glossary used has no parallel with terms used by basketry workers 
in this country. The chapters on brush-making, cocoanut mats, 
and matting are good elemental texts and should be helpful to those 
interested in these crafts. Bookbinding is as clearly presented as 
it could be in one chapter without the aid of illustrations. 

The chapter on clay-modeling and plaster-casting is a good presen- 
tation of the mechanics of casting in plaster—making and pre- 
paring the mold and making the cast. It is too much to hope to 
present clay, flat modeling, modeling in the round, and the method 
of measuring, in three pages. The chapter on concrete work and 
east stone gives in concise form much information of value to the 
therapist who is interested in an activity for men who enjoy a craft 
that employs energy in a way to emphasize masculine strength. 

A chapter on miscellaneous occupations includes some information 
on needlework and allied crafts, and on weaving, rug-making, 
rubber-mat-making, slipper-weaving, and chair-caning, which last 
is defective in stages five and six where a very vital bit of infor- 
mation is omitted. Data on rush seating, wicker sunblinds, heather 
besoms, link-wire fencing, papier-maché, sea grass, and scrimshaw 
complete the chapter. 

While this book will be most valuable to those for whom it was 
prepared, it presents so clear a picture of occupational-therapy treat- 
ment as organized and practiced for the benefit of the whole patient 
population of a large public mental hospital in England that it 
cannot fail to interest the nurse, the doctor, the administrator, and 
the trained occupational-therapist in this country. 


Louis J. Haas. 
White Plains, New York. 


Sex Happiness iv MarriacGe. By Henry and Freda Thornton. New 
York: The Vanguard Press, 1939. 155 p. 

This well-presented and extremely practical little book is written 
as such books should be—by a married and apparently a well-mated 
couple. In consequence, the woman’s touch is apparent. 

The book had its origin in ‘‘a small group of professional people 
who met twice a month for two years to discuss systematically various 
aspects of sex, psychological, physiological, and sociological.’’ The 


& 
| 
| 
| 
a 
\ 


302 MENTAL HYGIENE 


group was composed of psychologists, physicians, and a few other 
persons of wide interest and knowledge in sexology. 

‘*A great variety of topics was covered and notes were taken through- 
out the discussions. The book was then written and a first draft of it 
submitted, chapter by chapter, and gone over by the group, sentence 
by sentence. The revised copy which resulted from this minute critical 
examination was sent to a distinguished American sexologist for 

further comment.’’ 


After an introduction and the usual section on anatomy, a few 
pages are devoted to the vocabulary to be used in discussions of sex. 
Four sets of terms are in use: (1) short, expressive words of Anglo-. 
Saxon origin, (2) words of Latin origin, (3) terms of two or more 
words, (4) common words that have been given a sexual meaning. 
These last might be termed the language of the street. The authors 
commendably suggest a return to the unambiguous, short, simple 
Anglo-Saxon terms, believing that these have been unjustly relegated 
to the mud. 

Detailed considerations of each and all factors that conceivably 
may enhance and enrich the esthetic and sensuous qualities of coitus 
are discussed in a separate chapter, entitled The Setting. Minor 
factors that may hinder the achievement of satisfactory sexual rela- 
tionships are considered briefly, but fairly completely. 

Other chapters on considerations for the wife and for the husband, 
psychologie factors, and common errors, tend to round out the subject. 

Coital positions and the advantages and disadvantages of each are 
discussed in some detail. There is also a bibliography of recognized 
books for the layman. 

The book is one of the best of its kind that has come to this 
reviewer’s attention. It is concise, wholly frank, and contains neither 
moralizations nor rationalizations, being purely expository. 
F. MENGERT. 


University Hospitals, Iowa City, Iowa. 


Prepictine Success or FAmureE iv Marriace. By Ernest W. Bur- 
gess and Leonard S. Cottrell, Jr. New York: Prentice-Hall, 
1939. 472 p. 


This book deserves headlines as a pioneer attempt to determine the 
extent to which adjustments in marriage can be predicted in advance 
from certain facts about the backgrounds of husband and wife. A 
number of earlier students have tackled the same problem in a more 
limited way, among them Hornell Hart,’ Katherine B. Davis,? G. V. 

1See ‘‘Happiness in Relation to Age at Marriage,’’ by Hornell Hart and 
Wilmer Shields. Journal of Social Hygiene, Vol. 12, pp. 403-7, October 1926. 


2See Factors in the Sex Life of Twenty-two Hundred Women. By Katherine 
B. Davis. New York: Harper and Brothers. 1929. 
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Hamilton,’ and Jessie Bernard.? But the Burgess-Cottrell investiga- 
tion, together with the study by L. M. Terman, Psychological Factors 
in Marital Happiness,’ is the most thoroughgoing and satisfactory 
attempt made so far to solve the riddle of the factors responsible for 
marital success or failure. 

The subjects of the Burgess-Cottrell study were 526 couples, mem- 
bers for the most part of the white-collar and professional groups; 
urban, native white residents of Illinois; well educated ; predominantly 
Protestant; married from one to six years. Obviously this group is 
not a representative sample of American marriages, as the authors 
themselves acknowledge. The 526 couples completed a questionnaire 
which called for background data such as age, occupation, health, 
education, religion, and number of children. The couples also rated 
the happiness of their own marriages, and it is interesting to note 
that nearly one-half of them reported their marriages as ‘‘very 
happy.’’ One-fifth reported the relationship as ‘‘happy’’; one- 
seventh as ‘‘average’’; only one-eighth as ‘‘unhappy’’; and one- 
twelfth as ‘‘ very unhappy.’’ 

It may be objected that these are merely reported opinions and 
not evidences of actual adjustment, but a more objective, indirect 
approach used by Burgess and Cottrell yielded similar results. The 
questionnaire called for answers to a series of questions indicative of 
degree of marital accord: (1) degree of adjustment in such matters 
as handling finances, dealing with in-laws, attitudes toward friends 
and toward recreation; (2) number of common interests and joint 
activities; (3) demonstrations of affection and mutual confidences; 
and (4) number of complaints. On the basis of these replies, an 
index of marital adjustment was constructed that was found to be 
both valid and reliable, and scores were assigned the 526 couples. It 
is a point of considerable interest that the results were nearly the 
same whether the marriages were rated by the spouses themselves, by 
acquaintances, or by objective tests like the one devised by Burgess 
and Cottrell (and borrowed by Terman). 

What factors in the lives of these couples are associated with mari- 
tal happiness? Among the most important correlates of marital 
adjustment are the following: similarity of the couple in family 
background; reported marital happiness of their parents; close 
attachment of husband and wife to parents, and relative absence of 
parent-child conflict; high level of educational achievement; high 


1See Research in Marriage, by G. V. Hamilton. New York: Boni and 
Liveright, 1929. 

2 See ‘‘ Factors in the Distribution of Suecess in Marriage,’’ by Jessie Bernard. 
American Journal of Sociology, Vol. 40, pp. 49-60, July, 1934. 


8 Reviewed by the present author in MENTAL HYGIENE, Vol. 23, pp. 664-67, 
October, 1939. 
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degree of socialization, as evidenced by participation in church and 
community organizations and the possession of many friends; employ- 
ment in occupations over which the community has a high degree of 
control and in which there is little mobility; and a long period of 
acquaintanceship before marriage with a long engagement. 

This study, then, supports the current theory of family clinicians 
that the affectional relationships of early childhood, principally those 
within the parental family, are outstandingly important for later 
marital adjustment, as is also the choice of a mate based on com- 
panionship and congeniality rather than on romantic considerations 
alone. A somewhat surprising finding (p. 346) is that ‘‘the eco- 
nomic factor in itself is not significant for adjustment in marriage,’’ 
about which more below. 

The marital-adjustment indices were next used as a guide in assign- 
ing score points to different possible answers to the various questions. 
Those items which showed a significant correlation with marital 
adjustment were chosen for use in constructing a list that could be 
used in prediction, the selection consisting of 21 items in the hus- 
band’s background, 17 in the wife’s, and three common to both. This 
part of the study devoted to prediction is to the reviewer the most 
interesting and significant part, although of course it is based on the 
index of marital adjustment, itself a real achievement. 

A high prediction score does not mean that the couple in question 
is certain to be well adjusted in marriage, but only that they have in 
their background certain factors favorable to adjustment. There 
may be other external factors present in their situation that are inimi- 
eal to good adjustment, factors not included in the Burgess-Cottrell 
seale, to say nothing of the even more important personality factors 
not touched by the schedule at all. This is acknowledged by Burgess 
and Cottrell in Chapter 15, where they present a case study of a 
fairly well adjusted couple with a low prediction score, and a case of 
doubtful adjustment with a high prediction score. 

The most important factors in marital adjustment are doubtless 
personality traits. If these go counter to the background items, they 
tend to offset the predictive value of the latter. Terman in his study 
recognized the importance of the personality items, and included in 
his marital-adjustment score the responses of the couples to an adap- 
tation of the Bernreuter personality inventory. While the need for 
a personality analysis of the couples is clear, it is not certain that a 
test taken after marriage meets the need, for the personality trzits so 
tested may well be, at least in part, of post-marital origin. What we 
want to get at are the traits of personality that the couples bring to 
their marriage and that either facilitate or hamper adjustment. Of 
course all prediction is in terms of probabilities, not certainties. A 
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person’s prediction score shows at the most the ‘‘risk group’’ to 
which he belongs. The predictive value of the test is very great for 
those at the extremes and less for those in between. 

The Burgess-Cottrell inquiry is marked by unusual clarity through- 
out, yet a question may be raised as to the propriety of their 
interchangeable use of the terms ‘‘happiness’’ and ‘‘adjustment,”’ 
implying that they are one and the same thing. There is plainly a 
connection between the two, but they are not identical. Happiness 
may be a reflection of adjustment, but it is not always so, for, as we 
all know, some people seem to be quite happy, yet by common consent 
are not well adjusted. If marital happiness and marital adjustment 
were the same thing, it would be difficult to account for the Burgess- 
Cottrell finding (p. 248) that marital happiness decreases with an 
increase in the number of years of married life, for the exact opposite 
is true of marital adjustment, if the statistics of divorce are a valid 
index of adjustment. The probabilities of divorce are greatest dur- 
ing the early years of marriage. 

‘*Marital happiness’’ seems to be a subjective term of doubtful 
utility to science, bound up as it is with romantic notions, phantasies, 
and other wishful elements. In some cultures, indeed, the idea of 
marital happiness seems to be rather inconspicuous, if not altogether 
lacking. Such appears to have been the case in the old Orient, where 
the emphasis was on the performance of duty and the making of a 
proper marriage rather than a romantically happy one. 

This question of happiness versus adjustment leads to another and 
equally important question—namely, whether the Burgess-Cottrell 
study is not essentially an inquiry based on middle-class values of our 
own society, the findings of which are, therefore, applicable only to 
our own middle classes. It is acknowledged that the sample studied 
was definitely a middle-class group and not a representative cross- 
section of American marriages. Not so evident, however, is the fact 
that some of the test questions are based on middle-class values and 
show, quite unwittingly no doubt, a middle-class bias. For instance, 
one of the questions used as a basis for constructing the index of 
marital adjustment had to do with the number of common activities 
and joint interests of the couple; another question concerned ‘‘demon- 
strations of affection and mutual confidences.’’ In our present 
middle-class American society, with its emphasis on the equality of 
the sexes, love, companionship, and the like, common interests are 
preferred for husbands and wives, and they are highly valued and 
sought after, as are demonstrations of affection. But in a patri- 
archal culture, these things are not valued so highly, and husbands 
in such a society are not so likely to make confidantes of their wives. 
It may be argued, perhaps, that the lower classes in the United States 
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represent more of the patriarchal pattern that was the dominant 
pattern in Western culture up to the present century and that is 
tied in with pre-industrial culture quite generally. How else shall we 
account for the finding that farmers as a class rate rather low in the 
Burgess-Cottrell scale for marital adjustment ? 

Something of the same difficulty underlies the finding that ‘‘the 
economic factor, in itself, is not significant for adjustment in mar- 
riage.’’ It appears that several economic items, such as moderate 
income, savings, occupations characterized by stability and social con- 
trol, and regularity and continuity of employment, are positively 
correlated with adjustment in marriage, but add very little to the 
effectiveness of the prediction that can be made without these items. 
The explanation given is that economic factors may be largely an 
expression of psychogenetic and cultural factors. While a person’s 
economic position is to some degree a reflection of his personality 
traits, the theory that occupations are subject to selective influences 
assumes that people are entirely free to choose their occupations, 
which is scarcely the case in our stratified society. Despite our 
vaunted social mobility, there is evidence to show that most of the 
occupational mobility in the United States consists of movement 
within the same social class. It might be argued, of course, that social 
class conditions personality, but since the economic factor is most 
important in determining social-class position, this is arguing in a 
circle, and it would be more realistic to say that the economic factor 
affects personality indirectly by determining social class. 

Nearly all the reservations and qualifications that might occur to a 
critical reader are anticipated and appropriately considered by the 
authors, who make only modest claims for their findings, which they 
call ‘‘preliminary answers.’’ Such modesty does not, however, con- 
ceal the fact that we have in the Burgess-Cottrell study a research 
project of the first importance, set up with care and presented with 
unusual clarity. In addition to the statistical findings, there are 
penetrating analyses of particular cases, affording a good balance 
between the statistical and case-analysis techniques. There are numer- 
ous charts and tables in the context, as well as in the appendix, which 
also contains the schedule form and the case-study outline used in 
the investigation. A good bibliography is included also. 

M. F. Nimxorr. 

Bucknell University, Lewisburg, Pennsylvama. 


MARRIAGE AND THE Faminy. By Ray E. Baber. New York: McGraw- 
Hill Book Company, 1939. 656 p. 


Twenty years ago a college student who elected a course in the 
family would probably have learned a good deal about the family 
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systems of the primitives, the ancient Hebrews, the Greeks, and the 
Romans, but little or nothing about the factors involved in achieving 
a successful marriage and home life for himself. As a text, he prob- 
ably would have used that near-classic. Willystine Goodsell’s A His- 
tory of the Family as a Social and Educational Institution. Ten 
years later a student taking the family course in college would have 
learned less about the comparative history of the family and more 
about modern problems of the family, like divorcee and the changing 
position of woman. There was a shift away from purely historical 
and descriptive studies of the family to sociological analyses of family 
functions and problems, especially contemporary ones. But for all 
this, the interest was still academic, with little regard for the life- 
adjustment problems of the student himself. 

Recently, however, there has been a pronounced change along this 
line, and the human-nature approach to the study of the family is 
coming into its own. In 1928 the University of North Carolina 
announced the first course on the practical subject of preperation for 
marriage, under the direction of Ernest R. Groves, and now there are 
scores of colleges giving such a course, different and apart from the 
traditional course on the family as a social institution. 

While the trend seems to be to separate the practical course from 
the academic one, in a great many places the adjustment has been 
simply to modify the old curriculum to include some of the new 
materials. There is something to be said for the latter arrangement, 
provided the new materials are sufficiently represented, for a course 
on education for family life is hardly well-rounded and complete 
without some historical and ethnological material, as well as consid- 
eration of the larger social forces and conditions that affect family 
life to-day. 

Baber’s book is a blend of the old and the new materials and points 
of view. The older point of view is represented by the inclusion of 
material on theories of the origin of the family, forms of marriage, 
and ancient family patterns. The newer emphasis on the personal 
aspects of family life is reflected in chapters on mate selection and 
courtship, the husband-wife relationship, and parent-child interac- 
tion. The treatment is solid and up-to-date, including, for instance, 
the recent studies by Terman, as well as those by Burgess and Cot- 
trell. In style, the book is clear and readable and of a quality cal- 
culated to appeal to undergraduate students, as well as to the general 
reader who is interested in getting a dependable digest and inter- 
pretation of recent social psychological materials concerning marriage 
and family adjustment. 

M. F. 
Bucknell University, Lewisburg, Pennsylvania. 
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Menta Hy@rene IN Mopern Epucation. Edited by Paul A. Witty 
and Charles E. Skinner. New York: Farrar and Rinehart, 
1939. 539 p. 

‘‘This book is addressed primarily to those persons who believe 
that education should comprise serious attempts to help children 
become well-integrated personalities.’’ The editors have called upon 
some seventeen other internationally famous experts in the broad 
field of child growth and development, all of whom are actively 
engaged in the field of mental hygiene and education. Their con- 
structions are based upon comprehensive knowledge and wide expe- 
rience, and, as would be expected, are full of practical suggestions 
and illustrations that will undoubtedly — very valuable to 
teachers at all grade levels. 

The scope of the book is illustrated by the following topics, selected 
from the eighteen chapter headings: mental and emotional growth; 
personality adjustment; the clinic and its contribution to the develop- 
ment of the child; development during pre-school, primary-school, 
and adolescent years; educational diagnosis and remedial instruc- 
tion; the relationship of language and speech acquisitions to per- 
sonality development; the feebleminded and the gifted; personality 
disorders; delinquency ; the evaluation of personality adjustments in 
the classroom ; the réle of the teacher; guidance programs; and home, 
school, and community codperation. Despite the number of con- 
tributors, the points of view concerning the nature of wholesome 
personality, the basic philosophy of growth, the approach to the 
prevention of mental aberrations, and like aspects, are very con- 
sistently set forth; and the volume possesses a degree of unity that 
reflects the care and excellence of the editorial planning and execu- 
tion. Discussion questions and bibliographies at the end of each 
chapter enhance the usefulness of the book for serious study groups. 

The discussions are based upon careful selection of scientific fact 
and practical clinical experience. The more pertinent results of 
psychological research, a generous amount of longitudinal and case- 
study material, and a clear vision of some of the major problems 
of development in relation to modern social conditions, characterize 
the presentations of the various topics; and everywhere the practical 
implications for educational practice are visible to the teacher, the 
parent, or the socially minded citizen. 

The spirit of the book is in harmony with the best thought among 
leading modern educationists. The outlook is so eminently worth. 
while that it can hardly be praised too highly. However—if the 
reviewer’s enthusiasm must be tempered for the sake of satisfying 
certain conventions—the opinion may be expressed that the present- 
day teacher is ready for something more than the book actually 
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gives—namely, a richer interpretation of the everyday classroom 
activities, of the dynamic milieu in which wholesome development 
is achieved. In addition to a knowledge of the fundamental prin- 
ciples of child psychology, of the symptoms of maladjustment, of 
the points of view and facilities of child-guidance clinics and the 
like, teachers would welcome a closer integration of educational effort 
with that of the mental hygienist, based upon a thoroughly realistic 
presentation of the everyday school program that, in its detail, as 
well as in its general outlook, is geared to the development of whole- 
some personality at all ages. Mental hygiene does not have to wait 
for abnormality to appear; neither should the teacher’s knowledge 
of psychology be brought to bear only upon the problem case. These 
personality deviations have served the cause of mental hygiene well, 
in that they have made possible a spearhead attack upon education 
in the interests of mental health. But many educators show greater 
excellence in dealing wisely with problem children than in planning 
their educational programs in general. 

With this the authors would not disagree. In fact, because their 
book shows the need for the completely positive emphasis in education, 
it is not ‘‘just another book’’ on mental hygiene. 

W. Line. 

The Canadian National Committee 
for Mental Hygiene, Toronto. 


Tue Art or PracticaL THINKING. By Richard Weil, Jr. New York: 
Simon and Schuster, 1940. 263 p. 
The last word in giving direction to life comes, not from the col- 
lege laboratory—although that provides valuable leads—but from 
experience with practical reality and daily living. It is unusual, 
however, to see the academic and the practical so bridged as to 
eliminate the supposed differences. The professor is frowned upon 
as mundane when he enters business, and unfortunately he usually 
ceases to be a professor. On the other hand, the hard-headed business 
man often closes his eyes to the variables, gaps, and uncertainties that 
are accounted for in theory. He demands certainties that do not exist. 
Mr. Weil seems to have bridged this gap. Certainly his exposition 
of the art of practical thinking has the qualities of a textbook, while 
at the same time it convinces the hardhead. Following the mission 
of spreading a doctrine, he has respected both the reader, the con- 
tent, and his own dignity. He rejoices in the complexity of facts 
and the inconclusiveness of decisions as a sign of their validity and 
as a worthy challenge to the noble human function of thinking. As 
a business executive, he sees business as an expression of human 
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function that is quite usable in elucidating thinking processes. He 
supports faith in the conscious intellectual function of man even in 
spheres in which intuition and art are supposed to reign supreme. 

After a brief discussion of the ‘‘act of thinking,’’ his presentation 
settles down to a more detailed consideration of the ‘‘art of thinking,’’ 
and then of the ‘‘end of thinking,’’ drawing abundant and impressive 
examples from his own field of business. 

His discussion of the art of thinking centers about the instruments 
of thinking and the general rules for better thinking. The former 
include a résumé of the classical formulations: intuition, formal logie, 
semantics, voluntarist logic, symbolic logic, and the continuum, and he 
points particularly to trained intuition. Later he gives leads as to the 
various situations in which one or another of these instruments is 
typically usable. His general rules provide an orderly progression 
for the thinking process: the establishment of a priority of problems, 
the statement of the problem that is given attention, the determina- 
tion of the emotional potentialities in an act of thinking, the adequacy 
of the facts on hand, the ordering of steps in meeting a problem, and 
finally evaluation. He emphasizes the great multiplicity of factors 
in any one situation, the impracticability—if not the impossibility— 
of arriving at certainties, and the necessity of dealing in probabili- 
ties growing out of carefully weighed data. 

This discussion refers abundantly to historical sources and includes 
moderate advice to refer directly to certain important writings for 
the enrichment of the reader. It is, however, necessary to remember 
that the word of these great scholars is to be taken, not because it is 
their word, but rather because they are interpreters of man function- 
ing at his best, whose word is classic because it clicks with what had 
been previously recognized intuitively. 

Weil’s presentation is thus authoritative not because he introduces 
Plato, Korzybski, Aristotle, and others, but because, no matter what 
its source, it fits man. It is varied in itself, and its authority extends 
only so far as it interprets man. 

There are some questions that one might raise about the discussion 
itself. It is pointed out that different ways do actually work at dif- 
ferent times for different men. This way of putting it seems to set 
time and man somewhat apart from the other factors whose combina- 
tion effects a certain result. The time and man factors are actually 
parts of the equation, and in so far as they differ they permit shifts 
in other factor combinations in the equations and bring about what 
we call differences in method. 

The discussion in this book leans primarily toward the art of logical 
thinking. To take a lead from Bogoslowsky’s Principle of Polarity, 
do we not need as well a treatment of illogical thinking, if practical 
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thinking is to be understood? Illogical thinking is an art used for 
a purpose—self-deception and the confounding of others. Weil deals 
briefly with the ways in which thinking is illogical, but the practice 
of thinking may demand an understanding of why people think 
illogically, for the ‘‘why’’ so often falls on the emotional side. In 
some cases the emotional factors in illogical thinking may be less 
potent, and in such eases training or channeling through exercise is 
effective in the improvement of thinking. Illogical thinking is sub- 
ject to rules and laws. Weil advises separating these factors out, but 
does not retrieve them again for study. 

Weil also decries the osmotic process of learning—the non-verbal- 
ized learning that occurs when two people are associated. One can 
sympathize with his impatience with failure to improve on the 
‘‘osmotie’’ process, but the osmotic process is inescapable from birth 
onward. This is the major process of learning. We learn to walk 
and talk by it, rather than by deliberate formation of our steps on a 
verbal basis. 

Luckily he points out that the last word on the subject has not 
been and will not be said, so that one can feel one’s self elevated by 
what has been presented, rather than cheated by what has been left 
for the future. 

Mr. Weil phrases a searching question for himself: ‘‘If it [this 
book] can help you to accomplish better or more surely the things 
you are trying to accomplish, then no further reason would be needed 
for you to read the book with care and avidity’’; and to paraphrase 
his next sentence, not until you have read it can you know that it 
offers you this help. 


Gerorce S. STEVENSON. 
The National Committee for Mental Hygiene, 
New York City. 


Men Aaarnst Mapness. By Lowell S. Selling, M.D. New York: 
Greenberg Publisher, 1940. 342 p. 

In the past few years many books have been written and published 
designed to acquaint the general public with the doctrines, prac- 
tices, and personalities of medicine. Some have been poor things, 
but many have been good. That they have had a great mass of 
readers awaiting them is evidenced by the avidity with which they 
have been bought, borrowed, or stolen. The well-worn copies in 
public libraries leave no doubt about it—the public wants them. 
And on the whole they have served a useful function. 

The present volume is definitely one of the good ones. Psychiatry 
is one of the divisions of medicine that, from the point of view of 
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the public, has still clinging to it an appreciable degree of mysticism. 
People seem in some degree hesitant as to its classification, uncertain 
as to how much of it is reputable, how much mere mumbo jumbo, 
and to what degree the Devil himself may be implicated in its minis- 
trations. Some indeed, when they enter a mental hospital, seem half 
to expect to detect a faint odor of brimstone or, mayhap, to catch a 
glimpse of a barbed tail whisking around the corner. And as for 
psychiatrists, are they not queer people anyway? Is it not perhaps 
just as well that they got themselves into a protective environment 
early? 

For these people, a book such as this, which in a readable, enticing 
style tells the long story of psychiatric development, will be a bless- 
ing. Once having started it, they will finish it, and having finished 
it, their point of view will be cleared of many an absurdity, many an 
uncertainty. Psychiatry will be revealed as something very real, 
the product of slow, sometimes hesitant, but none the less rational 
growth; a force deeply and honestly engaged in assisting mankind 
in its struggle with one of the greatest, if not the greatest, social 
problem of the age. And they will gain confidence as they discover 
that those who in the past strove to dissipate darkness and ignorance 
were very real people driven by a wholly commendable urge. 

Even those to whom opportunity has been kinder will read the 
book with relish. For those already acquainted with the general out- 
lines of the history of psychiatry, there is here a fine collection of 
brief, but well-systematized biographical sketches of those whose 
contributions may already be fairly well known. 

The book offers abundant evidence of long and patient search for 
authentic material, and this is presented in dramatic form and in 
a style that can be taken without pain, though one may blink a bit 
at an occasional odd use of a word, or an unusual construction or state- 
ment, such as ‘‘an opening we now call a trephine,’’ ‘‘drastically 
stupid,” “he did not make much progress because he still used the 
term asylum,’’ ‘‘a system . . . which was proved to hold no water.’’ 
And one wonders if the author really means it when he says, ‘‘We 
feel that if a person has hysteria, he knows what he is doing.’’ 

’ The general plan of presentation is good. Starting in ‘‘the dim 
backward and abysm of Time,’’ the reader is introduced, by easy 
stages, to the history of social attitudes toward and care of the men- 
tally afflicted. Then there occurs a dichotomy. We are told of the 
organic approach, from the ‘‘bump’’ reading of Gall onward, to 
present-day developments in therapy of a physical, chemical, or bio- 
logical character. Next, an excellent and fair account of Mesmer and 
his work opens a survey of what might be designated as the psycho- 
logical approach. Incidentally, the Jungians will feel that they have 
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a grievance, since in the whole book the name of their demigod does 
not appear once, although the basic doctrines of Freud and Adler 
receive fair and balanced treatment. 

The final section is a brief summary and reunion, as it were. 
Present-day psychiatry—‘‘the science which to-day is on the verge 
of making life happier and healthier for all mankind’’—represents 
a careful winnowing of all that has gone before—the good preserved, 
the not-so-good discarded. 

There are forty-one full-page plates; the typography is good; the 
proof reading has been excellent. Author and publisher between 
them have produced a worth-while book. 

A. T. MaTHeErs. 

Psychopathic Hospital, Winnipeg, Canada. 


BEHIND THE ScENES OF Murper. By Joseph Catton, M.D. New 
York: W. W. Norton and Company, 1940. 355 p. 

Men at THEIR Worst. By Leo L. Stanley, M.D. New York: D. 
Appleton-Century Company, 1940. 322 p. 

Here are two books by well-known physicians dealing with the 
perennially interesting topic of crime. The books are written pri- 
marily for the general reading public, with all that that implies as 
to style and subject matter in the case of any volume that deals 
with a professional topic. 

Dr. Catton is a psychiatrist well known throughout the West as 
one who frequently is called upon to testify in criminal cases, often 
as an appointee of the judge. He presents, in vivid language and 
with alliterative chapter headings (Homicides and Holdups, Minutes 
of Mania, Crazy Capers, and so on), accounts of several notorious 
eases of murder in which the mental condition of the defendant was 
in issue. He then discusses such questions as ‘‘temporary insanity,’’ 
malingering, the abuses of expert testimony, and the prevention of 
crime. In relation to the latter, he urges ‘‘the clinic approach to 
study and treatment of individual offenders,’’ and ‘‘giving the clinic 
a continuing, directing jurisdiction over the offender.’’ He also 
recommends the court appointment of experts—as a step toward end- 
ing the spectacle of ‘‘battles of experts’’—and the need of insisting 
upon real qualifications for the ‘‘experts.’’ He points out, very 
wisely, the fact that juries, as well as experts, are human beings, 
with human biases and frailties. 

His recommendations, so far as they go, are excellent, and should 
serve to direct public attention toward the possibility of improving 
the criminal process, particularly as it relates to consideration of 
the defendant’s mental state. It would have been helpful, perhaps, 
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if he had gone farther along this line, indicating the progress already 
made in Massachusetts under the Briggs Law, the proposal for a 
uniform expert-testimony act, and the interest of legal and psychiatric 
associations in improving the administration of criminal justice. It 
might have been pointed out, too, that the author’s own state 
(California) is one of those that adhere most closely to the anti- 
quated ‘‘right and wrong’’ test of responsibility, a fact that he 
seems to accept without protest. 

The book is progressive, on the whole, and should be generally 
instructive. One senses, however, a touch, at least, of egotism in 
the author’s presentation, and a tendency to the ‘‘hard-boiled.’’ 
There is a good deal of appeal to ‘‘the doctrines of the Christian 
Church’’ (p. 330), and a caution that ‘‘we must guard ourselves 
well lest understanding lead to sympathy, to tolerance, to excuse or 
justification.’’ And it would make the author a bit more human 
if we had been given at least one tiny example of an instance where 
he might have been wrong! 

Dr. Stanley, the author of the other volume, Men at Their Worst, 
has been for twenty-seven years chief surgeon of San Quentin Prison 
in California, the largest penal institution in the world. During this 
period he has had an opportunity to observe closely criminals of all 
types to the number of over 40,000. He has evidently observed 
keenly and with a wealth of human sympathy, and he tells his story 
most interestingly. He gives rather detailed accounts of several 
notorious criminals, such as Hickman and Tom Mooney, and ‘‘Blue- 
beard’’ Watson, who killed at least seven of his twenty-two wives. 
There are chapters, too, which deal with the day-to-day work of the 
prison doctor, including some little detail concerning hangings and 
executions by lethal gas. Incidentally, like most of those most 
- familiar with prisons and executions (and daring to express 
themselves despite official position), he is ‘‘extremely doubtful of 
the usefulness of capital punishment as a deterrent to crime.’’ 
After one reads his description of executions, one marvels at such 
understatement ! 

The author evidently has gained considerable respect for the psy- 
chiatric factors in crime, even though he indulges in some rather 
inclusive and rash generalizations. We learn, for example, that 
‘*venereal disease is the chief contributor to mental disturbances’’ 
(p. 63), and that ‘‘this vicious tendency [alcoholism] is handed 
down from one generation to another’’ (p. 64). He shares the 
prevalent California enthusiasm for sterilization as almost a panacea 
for the problems of mental disease and defect, although the principal 
ease he cites as an argument would not have been prevented by 
a sterilization law, since the father, so far as the statement goes, was 
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never in an institution! A chapter (Needle Ned) is devoted to 
drug addiction, with the stress laid wholly on the environmental and 
social factors, omitting mention of the personality of the addict. 

It is unfortunate that a volume written by a physician should con- 
tain numerous references to the state mental hospitals of California 
as ‘‘insarie asylums,’’ and should even refer to a patient in one of 
them as having ‘‘long occupied a padded ecell.’’ Such references not 
only are inaccurate, but tend to keep alive old prejudices. 

We all wish that we might agree with Dr. Stanley’s statement that 
‘*90 out of a hundred paroled make good.’’ If that is true for San 
Quentin, other prisons had better look to their laurels; certainly the 
data of the Gluecks do not lead to such optimism. 

Despite the points mentioned above, the volume serves a useful pur- 
pose. It is written by one who has had long experience, and who is 
intelligent, progressive, and sympathetic. It should do much to 
emphasize to the reading public the difficult problems of prison 
administration, the clumsiness of the process of prosecution and sen- 
tencing, and above all the fact that the criminal, far from being a 
different order of creation, is very much a human being. 


WINFRED OVERHOLSER. 
Saint Elizabeths Hospital, Washington, D. C. 


JUVENILE DELINQUENTS Grown Up. By Sheldon Glueck and Eleanor 
Glueck. New York: The Commonwealth Fund, 1940. 319 p. 


Anything that the Gluecks produce is worth serious study. This 
book is no exception. They have taken the criminal-court records of 
Massachusetts and public records from all sorts of places, including 
the Army and the Navy, have conducted interviews with all kinds 
and conditions of men, and, for the first time, have set down the 
youthful offender’s progress in the realm of crime from age fourteen 
to age twenty-nine, which is a ripe old age for criminals. They have 
set down their findings, and, on the basis of those findings, have pre- 
pared prediction tables from which they expect not only to be able 
to forecast conduct after treatment, but to recommend the specific 
type of treatment that offers the best chance of success. 

This reviewer feels himself incompetent to deal with prediction 
tables; he leaves them for the reader to make what he will of them. 
He does ask, however, whether 1,000 cases, localized in area and in 
racial and socio-economic background, and representing substantially 
a single cultural group, is quite a sufficient sampling for actuarial 
accuracy. 

There is also another danger in prediction tables. We are slowly 
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arriving at the point where we are attempting to study the individual 
delinquent sui generis. We are beginning to regard him as an indi- 
vidual, with his own peculiar problems, and we are hoping to achieve 
individualized treatment. The widespread use of prediction tables is 
a green light permitting the hasty to proceed to a quick and easy 
solution which probably solves nothing. So much for prediction tables. 

It seems unnecessary to trace the background of this book. In 1934 
the Gluecks published a study of 1,000 juvenile delinquents who had 
passed through the Judge Baker Guidance Center in Boston during 
the years 1917-1922. Of this number, by the end of the third five- 
year follow-up period, ‘‘when they had reached an average age of 
twenty-nine years, more than a third had reformed.’’ Why? And, 
also, why did those whose criminal careers continued remain impervi- 
ous to the influence of treatment? Do the Gluecks bring us any 
nearer a solution of the question why criminal careers are abandoned ? 
They suggest that maturation might be an answer, for their findings 
seem to show that ‘‘even the conduct of those who continued to 
recidivate had improved, showing a still further decline in serious 
criminality in the third period compared with the second.’’ Which is 
to say, being interpreted, that for a certain number of offenders—in 
the ease of this group, roughly a third—old age will put an end to 
their criminal activity. Did treatment help? How? 

There can be no doubt of the exhaustiveness of the study. Of the 
1,000 individuals studied, only 36 were untraced. (The efforts that 
were made to track them down would, for persistence and thorough- 
ness, put an investigator for an installment concern to shame.) The 
chapter called The Method of This Research makes exciting reading. 
In many cases tact had to be employed, not only in making contacts 
with the individual who was to be interviewed, but even in locating 
him. This was especially true in the case of those individuals who 
had doubtless reformed, had married, and had established homes. 
The greatest care had to be employed in arranging for an interview 
with men who had no desire that their wives and children should know 
about an early conflict with the law. Only in one case did the family 
object to an individual’s being ‘‘hounded,’’ as they put it, because of 
an indiscretion of childhood. The record goes on to show that this 
family was converted and became enthusiastically codperative when 
they obtained a better understanding of the purpose of the study. 
It is of interest that out of 591 interviews held with delinquents or 
members of their families, the Gluecks report that the field workers 
met a friendly reception in 574 cases; in seven cases they were 
received with apparent indifference; in only 10 instances was there 
evidence of real hostility, most of which the investigator was able 
to overcome. 
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Sixty individuals died during the course of the study. One died 
during the treatment period, 20 in the first five-year follow-up period, 
18 in the second, and 21 in the third. Only two of the individuals 
studied were electrocuted. Two hundred and twenty-six of the men 
were seriously delinquent throughout the fifteen years of the study, 
88 were involved in minor delinquencies, and 109 were non-delinquent 
throughout the entire study period. The seriousness of delinquency 
lessened as the men became advanced in years for what may be 
regarded as the majority of the group. Ninety-one cases are reported 
as failures throughout all types of intramural and extramural treat- 
e ment. The criteria for institutional success were not too rigid— 
simply being well-behaved and abiding by institutional rules. The 
authors wisely prefer not to discuss peno-correctional institutional 
success or failure as these may relate to the influence of institutional 
treatment on the offender’s ultimate adjustment. The criterion of 
; extramural-treatment success was freedom from arrest or conviction 
while on probation. 
. The book offers further confirmation that criminality is rooted in 
} socio-economic restriction. Those who object to this view on the 
: ground that the urban slum, while producing criminals, can and does 
produce law-abiding citizens of great social worth can best be 
¢ answered by the Gluecks’ finding that 99.75 per cent of the criminal 
4 careers studied had their genesis in the slum. Nor can treatment, no 
matter how effectively administered, be of complete success when it 
returns the offender to an environment of economic insecurity to 
which has been added the additional handicap of an experience of 
arrest. For so much of the problem of delinquency as has its roots in 
the socio-economic set-up, neither this nor any other book can offer 
solution. But this is not an admonition to abandon research and 
treatment because we cannot change the social order overnight. The 
book should suggest to those who are undertaking to work in this 
field that very large manipulations of the delinquent’s environment 
are indicated if he is to achieve something approximating adjustment. 


Aurrep A. Gross. 


Committee for the Study of Sex Variants, 
New York City. 


AxcoHoLtics ANonyMous. New York: Works Publishing Company, 
1939. 400 p. 
Twe.ve Against ALcoHOL. By Herbert Ludwig Nossen, M.D. New 
York: Harrison-Hilton Books, 1940. 246 p. 
These two books are similar in that both present in great detail 
ease histories of patients who are suffering from alcoholism. In this 
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way many old, established facts about alcoholism are brought again 
to our attention, such as the individual’s early resort to alcohol as a 
means of solving his problems or temporizing with his major adjust- 
ments in life, and the tragic and dramatic way in which the alcoholic 
drags down his entire family with him, to say nothing of the other 
social and economic repercussions. Reading these case histories, one 
becomes more than ever convinced that the excessive drinking of 
alcohol is one of the relatively minor phases of the individual’s whole 
problem, particularly when one considers the faulty psychosexual 
adjustments and general immaturity and infantility characteristic 
of the alcoholic. 


For successful treatment of a person who has become addicted to 
alcohol, there must of necessity be a revolutionary change in the 
patient’s personality. The achievement of more adult attitudes and 
the marked turning away from older selfish, infantile patterns of 
behavior must involve an emotional upheaval. We are all aware 
that this inner emotional change is more necessary than a merely 
intellectual appreciation of one’s difficulty, or what is called acquiring 
intellectual insight. 


It will be interesting to see how the religious program set forth 
by Alcoholics Anonymous will work. It is not entirely new; it has 
been tried before. 

JaMEs H. WALL. 

The New York Hospital, Westchester Division, 

White Plains, New York. 


How Cuaracter Devetops. By Fritz Kunkel and Roy E. Dickerson. 
New York: Charles Scribner’s Sons, 1940. 274 p. 


In the midst of the profusion of books on ‘‘personality,’’ thera- 
peutic or otherwise, this book strikes a new note. New in place, one 
might say, rather than in time, for similar theories and precepts have 
been set forth many times in the past, primarily in the bibles of the 
great religions. We have been told over and over that the developing 
personality responds constantly to its environment, particularly to 
the human elements in the environment, and that these elements are 
therefore largely responsible both for emotional and for intellectual 
development. But that these responses are the responsible agents, 
rather than the forces that call them out, has not been so often 
emphasized. The child begins life dependent upon his human 
environment, which later he seeks to control; and the speed with 
which that dependence and that search for power come under the 
control of the child’s constantly increasing recognition of his place 


5 
i 


4 


BOOK REVIEWS 319 


in his group and the widening character of that group determine his 
maturity and his character development. 

The book suffers from what is recognized in the introduction and 
elsewhere in the book as a new use of words. This is frequently 
annoying, interrupting thought and complicating what might other- 
wise be clear and stimulating. ‘‘We-psychology,’’ the difference 
between the ego and the self, the designations of various types of 
person—such as ‘‘the Nero,’’ ‘‘the Star,’’ ‘‘the Clinging Vine’’— 
hindered rather than helped to impress upon this reader the truth of 
the general thesis. It might be more successful in German. ‘‘ Wirhaf- 
tigkeit”’ is certainly a more dignified and meaningful term than 
‘“We-feeling.”’ 

But the aim of the book should not be affected by these peculiar 
idioms. It brings into our present-day psychology the truest maxim 
as to human personality and its development ever uttered: ‘‘He that 
seeketh his life shall lose it; he that loseth his life, the same shall 
find it.’’ The world might be in a different case to-day if that aspect 
of human psychology had been recognized. 


EvLeanor Hope JOHNSON. 


Hartford, Connecticut. 


SKETCHES IN PsycHosomatic MepicineE. By Smith Ely Jelliffe, M.D. 
(Nervous and Mental Disease Monograph No. 65.) New York: 
Nervous and Mental Disease Publishing Company, 1939. 152 p. 


This book is a compilation of ten papers, each contributing a 
chapter. For the most part they are addresses delivered by the author 
before various scientific bodies in the period between 1925-1937. All 
of them have been published in medical or other journals. 

Psychosomatic medicine has now become a familiar term. It repre- 
sents accepted concepts in progressive psychiatric thought, with a 
growing specificity as to the relationship of psyche and soma in health 
and disease. It is well to remember that Dr. Jelliffe was in every 
sense an American pioneer in this field. When he began to observe 
and to speculate on the psychogenesis of physical pathology, the 
medical world, including his psychoanalytic colleagues, felt that he was 
going too far and his contributions met with amusement and repudia- 
tion, or at best were received in skeptical silence. 

Twenty years ago, changes in the body to which the word ‘‘organic’’ 
was applied were assumed to be as immune from purely psychic 
etiology as were such phenomena of nature as the weather or the 
change of seasons. Organic disease, in the sense of an irreversible 
process of pathological change in tissue, was considered sacrosanct to 
any trespass from the realm of psychopathology. The recent forward 
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progress of psychosomatic medicine has profited by the trail that 
Jelliffe blazed into a reluctant wilderness. 

These papers make good reading, and so characteristic is the style 
that the more mature members of the neuropsychiatric group would 
hardly need Jelliffe’s signature to know who wrote them. In the dis- 
cussions there is a wide sampling of those ills to which human flesh 
is heir, and it is evident that no region of man’s body lies beyond 
the scientific curiosity and bold imagination of the author. On the 
psychological side, he uses psychoanalytic concepts to penetrate 
below the surface, and his thinking in this realm follows closely the 
teachings of Freud. To supplement the special topics of general 
medicine, psychiatry, and psychoanalysis, he borrows freely from the 
whole realm of human knowledge, including the natural and social 
sciences, philosophy, literature, and mythology. A thread of humor 
lightens material that might otherwise be heavy going at times, and 
an occasional touch of the Rabelaisian adds a seasoning that, for 
the tough-minded at least, is in no way a detraction. 

To supplement the text, there are many interesting charts and 
diagrams that will be helpful to those who incline to topography. 
Otherwise, the papers apparently stand as originally delivered, with 
a minimum of editing and revising. This leads to much repetition 
and to those defects inevitable when the spoken word of the platform 
is put down in cold print. 

Adequate bibliographies will make this monograph useful to the 
student. 

The thesis that Jelliffe sets forth is that there is a specific psycho- 
genesis for many specific physical pathologies. His treatment of the 
subject, with its many-sided approach, is broad rather than deep. 
Compared with some of the modern studies in the field of psycho- 
somatic problems, it cannot but seem somewhat superficial. The 
publication of this work in its original form is on the whole welcome, 
however, and adds much to the matter at issue from the historical 
standpoint, without undue sacrifice of scientific importance. 


Martin W. PecK. 


Boston, Massachusetts. 
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NOTES AND COMMENTS 


Compiled by 
Pavut O. Komora 
The National Committee for Mental Hygiene 


ALCOHOLISM AND THE ALCOHOLIC * 


; Alcoholism and the alcoholic were put under the microscope and 
: examined as never before in a notable series of studies reported at 
a three-day symposium held at the annual meeting of the American 
Association for the Advancement of Science in Philadelphia, Decem- 
ber 27-29. In what was probably the most thorough and compre- 
hensive survey ever attempted, scientists from many fields explored 
the ramifications and complexities of a problem that has baffled social 
and medical efforts from time immemorial. 

Tracing the natural history of alcohol, in its ambivalent réle as 
friend and foe of man, the physiologist and the chemist, the patholo- 
gist and the clinician, the psychiatrist and the mental hygienist, the 
sociologist and the jurist analyzed the multifarious factors involved 
in the use and abuse of that most common of all drugs. For the 
first time in its long and checkered career, alcohol has been subjected 
to cold and systematic scrutiny by the objective methods of scientific 
inquiry undertaken by a group of investigators who were organized 
for this purpose, and who adopted the thesis that alcoholism is a 
disease and calls for the same study and approach as any other 
health problem. 

The symposium was intended to orient the professional and lay 
public to the medical, social, and economic significance of the prob- 
lem, as a ‘‘next step’’ in the development of the program and objec- 
tives of this scientific body, and to appraise the present status of 
knowledge and activity in this field. It was conducted under the 
auspices of the Research Council on Problems of Aleohol. Dr. Winfred 
Overholser is chairman of the board of directors of the council, 
and Dr. Karl M. Bowman is chairman of the scientific committee. 
Dr. Merrill Moore was chairman of the program committee. 


*The observations and opinions of individual speakers at the symposium, 
as here recorded, do not necessarily represent the position of the Research 
Council on Problems of Alcohol. Thus far, the council has not officially 


approved any conclusions or adopted any recommendations regarding the use 
of alcohol. 
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The forty-odd papers presented and discussed at the symposium 
threw a flood-light on the whole subject of alcoholism and illuminated 
many obscure aspects of a social evil that has been the despair of 
reformers for centuries. Its vital importance to-day was made plain 
by a revealing set of observations and figures showing the enormous 
extent and magnitude of the problem. As Surgeon-General Thomas 
Parran pointed out, aleohol, while one of the mildest of narcotics, 
does more damage to the human race, hecause of its widespread use, 
than any other. The National Safety Council reported that one out 
of three fatal traffic accidents at night involves drinking by driver or 
pedestrian. In 1937, Dr. Lawrence Kolb reported, alcohol caused 
more deaths than any one of 31 infectious diseases. Alcoholism and 
alcoholic psychoses accounted for 11.4 per cent of all first admissions 
to mental hospitals in the United States in 1938. 

According to studies by Dr. Neil Dayton, of 56,579 first admissions 
to mental hospitals in Massachusetts between 1917 and 1933, 32 per 
cent of the male patients were classified as intemperate, and in 1938, 
alcoholic psychoses ranked third in the order of first admissions to 
those institutions. On the basis of data from the New York State 
mental hospitals, Dr. Horatio Pollock estimated the economic loss due 
to hospitalized alcoholic mental disease in this country during 1938 
(cost of maintenance and loss of earnings) at $100,000,000. This 
does not include money spent or working ability lost during the 
years of over-indulgence prior to the onset of mental disease, which 
would bring the estimate to over $178,000,000. 

Other speakers presented interesting findings on the chemical, 
physiological, clinical, and neuropsychiatric aspects of the problem. 
It was shown, for example, by Donald S. Berry, that drivers who 
have more than 0.15 per cent of alcohol in their blood are fifty-five 
times more accident-prone than those with no alcohol. Chemical tests 
to detect guilty drivers, he said, are being successfully used in 27 
states, and enforcement measures to cope with this evil are becoming 
increasingly effective. A number of papers described the effects of 
alcohol on the brain and nervous system, on circulation, respiration, 
and the alimentary tract. 

The relationship of alcoholism to vitamin deficiency was clearly 
brought out by Dr. Norman Jolliffe, who compared the eating and 
drinking habits of average Americans to-day with those of older 
generations. Our great-grandfathers, he said, could drink much 
more than we do and still be relatively immune to alcoholic disease 
because of the larger vitamin-B content of their diet in proportion 
to the calories they consumed, implying that the present generation 
must learn to eat properly and drink moderately. 

Aleoholism as a symptom in other diseases involving abnormal 
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behavior was discussed in a paper by Dr. Harold D. Palmer, with 
special reference to hypoglycemia (sugar deficiency in the blood), 
indicating that in some instances there is a demonstrable physiological 
basis for drinking. He reported a number of cases in which corrective 
dietetic measures stabilized the carbohydrate metabolism and energy 
output of the patients and resulted in some relief of the symptom 
of drinking. 

Dr. Karl Bowman dealt with the familiar subject of delirium 
tremens in an extended review of clinical progress, in which he 
defined and clarified the diagnostic problem involved in this condi- 
tion, as distinguished from other alcoholic states, and described the 
latest methods of treatment of the disease. 

The treatment of the alcoholic, viewed as a psychiatric problem, 
was discussed by Dr. Bernard Glueck, Dr. Harry M. Tiebout, 
Dr. Charles H. Durfee, and others. Dr. Tiebout regarded the psy- 
chiatric hospital as a ‘‘way station’’ in the rehabilitation of the 
aleoholic, a mere starting point toward his restoration to health. 
No institution, he said, can cure the patient fully; it ean only start 
him ‘‘thinking straight’’ about his problem and set him on the way 
to reéducation and readjustment. The ‘‘follow-up’’ was stressed 
as the most important part of the whole program of therapy. The 
alcoholic’s problem is essentially the problem of achieving emotional 
security and maturity. The chronic alcoholic has lived from child- 
hood in a state of insecurity, and alcohol appears to reverse this 
situation during the period of its influence. 

Dr. Glueck declared that psychotherapy without social therapy 
is ineffective, adding that the failure to solve the problem of alco- 
holism cannot. be charged to medicine, in the absence of an enlightened 
publie opinion and of social organization and planning. Psychiatry 
has techniques and insights for the treatment of modifiable cases of 
alcoholism, he said, but it suffers from lack of opportunity to exercise 
its powers. This is evident from the lamentable fact, brought out by 
several speakers, that provisions for the treatment of acute or chronic 
alcoholism are inadequate in nearly all parts of the United States. 
Except in the large cities, practically the only place in which an 
acutely intoxicated person can be cared for is the local jail. How 
bad this situation is was shown in Austin MacCormick’s melancholy 
description of the degradation, neglect, and callous attitude toward 
alcoholics obtaining in most of the country’s jails. 

Diseussing the psychology of the drinker, Dr. Durfee held that 
there is no alcoholic ‘‘type.’’ There are only individuals who drink 
for various reasons. Many of these are in need of psychiatric care. 
Others, whom he designated as “ problem drinkers,” need psychologi- 
eal reéducation; some few, merely redirection and reorientation. 
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Dealing with what he termed some popular misconceptions regarding 
alcoholics, he said that drinking cannot be ‘‘ controlled by will power,’’ 
that the habitual drinker cannot stop drinking merely by making 
up his mind not to drink. By concentrating on ‘‘not drinking,’’ he 
is inducing a state of mind which, because of his preoccupation with 
the problem, is self-defeating. Alcohol cannot be fought, he said; it 
must be circumvented. He also attacked the various so-called ‘‘cures’’ 
for alcoholism and exposed the spurious conceptions and claims under- 
lying these ‘‘cures.’’ A genuine cure, he said, does not mean absti- 
nence over shorter or longer periods of time, but results in or follows 
a radical personality readjustment which does away with the need 
for alcohol. 

The social and educational aspects of the problem were discussed 
at length by Dr. Abraham Myerson, Dr. Jeremiah P. Shalloo, 
Dr. George S. Stevenson, and Surgeon-General Parran. Dr. Myerson 
took for his text the ‘‘social pharmacology’’ of alcoholism, denoting 
by this term the reciprocal relation between the extraordinary effects 
of alcohol on human personality, on the one hand, and its social 
importance, as manifested by its influence in interpersonal relation- 
ships, on the other. The crux of the problem, as he saw it, is in the 
socially conditioned attitude toward alcohol prevailing in our culture. 
Alcohol, he said, is one of the great ceremonial agents of life, and if 
it were not for its social usage down the ages, it would not have the 
hold on mankind it has. As Dr. Shalloo expressed it: ‘‘In our times 
it is culturally imperative to toast the bride, christen the ship, seal 
the bargain, speed the friend, salute the New Year, celebrate good 
fortune, and wake the dead.’’ 

By a curious perversion of the human mind, however, Dr. Myerson 
said, the capacity to ‘‘carry liquor’’ has come to be equated with 
other esteem-worthy abilities. ‘‘If a man can drink he is a man.’’ 
‘‘No such attitude exists in the social scheme toward any drug but 
alcohol,’’ he said. ‘‘No one boasts that he can take a large amount 
of strychnine.’’ 

“ Dr. Myerson took issue with those who regard alcoholism as a 
neurosis, as an escape from life’s conflicts and difficulties, pointing out 
that women drink much less than men, ‘‘not because they are less 
neurotic, but because of the social attitude toward drinking by 
women.’’ It is also recognized, he said, that alcoholism is rare 
among the Jews, because ‘‘from time immemorial there has been 
strict social pressure against excessive drinking in the Jewish culture. 
Getting drunk is not condoned; the drunkard is held up to scorn, 
he is outside the pale.’’ Another factor in our failure to control 
alcoholism, he added, is in the anomalous position of the law, which 
swings uncertainly between the punitive and the ameliorative attitude 
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toward the alcoholic, serving the good neither of society nor of the 
alcoholic. 

Dr. Myerson ventured the belief that a chemical antidote to alcohol 
will some day be found, since alcohol is itself a chemical. But mean- 
while, science must build up techniques of treatment, and society 
must provide safeguards against excessive drinking, by education in 
temperance and by wise legislation. The social attitude toward 
drinking must be reconditioned, he said, so that the worth of an 
individual will not be measured by his ability to ingest alcohol. 

*‘No matter what its value in social lubrication,’’ Dr. Myerson 
concluded, ‘‘alcohol is a dangerous drug, and setting limits to its use 
should be part of the educational program. Alcohol has a function 
to perform in the social scheme. Mankind needs some sedation 
because there is so much misery and suffering and frustration in life. 
But we must educate toward temperance and moderation. We must 
have a propaganda body to build up a social conscience against 
alcoholism. ”’ 

The importance of temperance was likewise stressed by Dr. Parran, 
who said we must seek for controls, short of prohibition, which will 
reduce the consumption of alcohol. We must, by education, create 
a social climate in which drinking ‘‘doesn’t count,’’ he said. He 
predicted that unless the industry curbed the promotion of the sale 
of aleohol and the pressure upon the public to create a social attitude 
favorable to drinking, ‘‘we shall see the pendulum swing again 
toward greater restriction, by law, upon sales of alcohol.’’ 

Taking up the ‘‘prevention and control’’ aspects of the problem, 
Dr. Stevenson discussed the goals, content, and methods of education 
for temperance, from the point of view of mental hygiene. Postulat- 
ing a sound and rational program, based on ascertained facts, he 
discounted the value of much present educational activity in this 
field—education that is ‘‘buttressed with myriad facts in the face of 
emotional realities that are only vaguely appreciated and with which 
the educator does not know how to deal.’’ Clearer concepts of 
alcoholism and a better focusing of educational endeavor are needed, 
he said, in view of the emotional factors existing in the etiology of 
alcoholism and the emotional factors conditioning crusaders against it. 

As to content of education, Dr. Stevenson suggested that there 
is a place for the story of the adolescent struggle for manhood— 
some of the psychological short cuts that are employed by youth, the 
doubts that cause these short cuts to be employed, and the essential 
immaturity behind the concept that ‘‘holding one’s liquor’’ is a sign 
of manhood. Related to this, he said, is the capacity to accept differ- 
ence of opinion, the opposite of which is manifested in intolerance of 
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the use or non-use of alcohol, as well as in efforts to embarrass the 
non-drinker into drinking and vice versa. 

As to methods, Dr. Stevenson differed with those who urged the 
‘*dispassionate appeal to reason’’ as the proper basis of education, 
which supposedly left the individual free to make his own decisions. 
Most of the formal literature is tuned to this type of appeal, he said, 
but actually, ‘‘there is no such thing as an exclusively emotional or 
intellectual appeal: there is only a leaning in one direction or the 
other. It is to be expected that if alcoholism is so diverse in its 
causation it will be subject to many different methods of control.’’ 

Correct data are essential, on the one hand, Dr. Stevenson con- 
tinued. On the other hand, the educator must remember that facts 
presented to people are not to be used as in a mathematical formula, 
from which a solution is calculated. ‘‘These facts bear upon living 
which is full of feeling. The person to be educated is the formula. 
The facts enter him via his feelings, and out of him, as a solution, 
comes a decision permeated with feeling.’’ The most effective 
education against alcoholism, he concluded, will be ‘‘the education 
for human adjustability, a dealing with causes, a preventing of 
neurosis, an acceptance of difference, the influencing of social settings, 
and possibly even the acceptance of neuroses for what they are so 
that they will not have to be something else.’’ 

As was pointed out by Dr. A. J. Carlson, in suggesting lines of 
further investigation, the problem of aleoholism is enormously complex 
and requires extensive and codrdinated study from many angles and 
by many scientific disciplines. ‘‘The solution of the problem,’’ 
he said, ‘‘is going to be a labor of Hercules, challenging all our 
ingenuity, persistence, and patience.’’ 

The Research Council on Problems of Alcohol has taken up the 
challenge. In organizing this admirable symposium it has measur- 
ably advanced our knowledge of what is needed to deal more effec- 
tively with a serious social disorder. The publication and wide 
distribution of the proceedings will enhance public understanding 
and support of this new and promising effort to bring the forces of 
science to bear on a most important and, until now, most neglected 
public-health problem. 


ORTHOPSYCHIATRISTS Discuss Worup IssuEs 


The most significant contribution that psychiatry can make to-day 
is to clarify those emotional factors that make people defeatists 
about democracy, Dr. Franz Alexander, Chicago psychoanalyst, told 
the members and guests of the American Orthopsychiatrie Associa- 
tion at its eighteenth annual meeting, held in New York City, 
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February 20-22. Among these emotional factors, Dr. Alexander 
singled out insecurity as the most important and recurrent, as a 
result of his observations over a period of years during which he 
studied the reactions in individuals to social change after the last 
World War. 

These assertions were made in a summary of the discussions at a 
special symposium on the question, ‘‘ What can psychiatry contribute 
to the alleviation of national and international difficulties?’’ which 
featured the three-day conference, in which several hundred psychia- 
trists, psychologists, social scientists, and educators from various sec- 
tions of the country participated. 

‘‘Twenty years of my psychoanalytic practice were spent in this 
post-World-War period of social instability which the defeatist inter- 
preters of current events like to consider as the beginning of the 
dissolution of our democratic world,’’ Dr. Alexander said. ‘‘ With 
most impressive and stereotyped monotony in the large majority of 
my patients, I came across one definite emotional factor which throws 
sharp light on the growing diffidence in the democratic system. I am 
glad that I do not need to refer to this factor with a Latin or Greek 
technical term—it is simply: imsecurity.’’ 

Allied to emotional insecurity, he added, is economic insecurity, 
which reénforees the tendency of individuals who find life increas- 
ingly difficult to face to revert to infantile standards of behavior, 
with marked feelings of dependency. The democratic system relies, 
theoretically at least, on the maturity of its citizens, but the more 
difficult the maintenance of existence becomes, the stronger is the 
regressive longing away from maturity back toward childhood. ‘‘ As 
long as the economic system functions well,’’ Dr. Alexander con- 
tinued, ‘‘a mature individual is able to carry responsibility and pro- 
vide self-support. As soon, however, as the request for political 
responsibility becomes coupled with economic insecurity, the survival 
of democracy is threatened. Economic insecurity increases the flight 
from responsibility and independence and mobilizes the latent longing 
for parental care which every one carries in himself.’’ Hence the 
great appeal of authoritarian systems of government which relieve 
citizens of responsibility and offer them full security and a rigidly 
defined place in the social system. 

Democracy, in order to survive, Dr. Alexander continued, must 
educate its members to emotional maturity, and psychiatry will have 
to help develop the educational principles that are most conducive 
toward overcoming infantile dependence and developing a sense of 
responsibility. What democracies most need, he held, is a ‘‘well- 
planned and psychologically sound educational system.”’ 
Psychiatrists can contribute to the development of democracy and 
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international peace by bringing to bear their professional knowledge 
of human nature and personality, Lawrence K. Frank, New York 
sociologist, declared in his contribution to the symposium. Much 
harm was being done by the prevalent fatalistic concepts of ‘‘society’’ 
and ‘‘human nature’’ as fixed and static entities, Mr. Frank said. 
‘‘If the new understanding of man’s origin and development, of his 
immense capacities, and above all, of the amazing flexibility of human 
nature, has any social significance, it points to the realization that, 
despite the age-old belief in man’s complete helplessness in the face 
of superior forces and powers, he can, if he will, take charge of his 
own destiny and begin to create the kind of culture and the kind of 
group life that is dedicated to human needs and values.’’ 

Mr. Frank observed that psychiatrists tend to think narrowly in 
terms of treating individual patients, and urged a more liberal orien- 
tation whereby their knowledge could be utilized in furthering broader 
social programs, such as ‘‘redirecting the many aspects of human 
living, city planning, housing, nutrition, recreation, working condi- 
tions, and the like.’’ 

Defining democracy as ‘‘essentially an affirmation of the value and 
worth of the human personality,’’ Mr. Frank suggested that its 
development involves ‘‘a critical examination of all our socially sanc- 
tioned practices, in government, business, industry, agriculture, pro- 
fessional life, education, religion, and the family, to see what they 
are doing to and for the individual.’’ 

At another meeting of the conference, which carried the diesussion 
of world issues into the sphere of cultural psychology, Dr. Harmon 
S. Ephron, of New York, talked on the topic, ‘‘Fascism—A Challenge 
to Mental Hygiene.’’ He likened fascism to a psychotic state which 
builds on phantasy rather than on the real world, and he predicted 
its failure in the end ‘‘because it cannot meet the expectations of its 
followers.’’ Equating mental hygiene with democracy, he declared 
that both believed ‘‘in the goodness of people, in their capacity for 
love and codperation.’’ Like democracy, mental hygiene has regard 
for the needs and happiness of the common man, and it is therefore 
the antithesis of fascism, which ‘‘seeks the conquest of the masses 
and emphasizes whatever is contemptible and weak in them, while 
encouraging hatred, disorganization, and subserviency.’’ While 
mental hygiene underscores the real and the reasonable, Fascism 
builds up a reliance on phantasy and exalts the phantasmic to the 
dignity of philosophy and religion. 

In a paper entitled The Réle of Emotional Development in National 
and International Difficulties, read at a session on prevention, Dr. 
Margaret E. Fries, of New York, proposed a national educational 
program to foster emotionally healthy and democratic attitudes in 
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parents and young children. She illustrated, by motion pictures 
presenting her findings in the study of emotional development in 
children, how childhood frustrations create later unhealthy attitudes 
toward personal and national affairs, and showed how psychiatry can 
help by making people aware of their unconscious motivations, declar- 
ing that ‘‘if we wish to influence the next generation in carrying 
democracy further, we must start even before birth, with the par- 
ents.’’ Such a program, Dr. Fries said, might well serve the double 
purpose of giving insight to the present generation ‘‘as to the amazing 
way in which their unconscious shapes their opinions about national 
affairs,’’ and assuring ‘‘the integrated development of the next gen- 
eration so that it will be better adjusted and better able to cope with 
post-war problems.’’ 

As in previous years, the program of the three-day conference 
included a variety of clinical, laboratory, school, and social studies 
dealing with conduct disorders in their many manifestations and 
ramifications. Papers on the psychiatric significance of children’s 
nationality and race attitudes, on runaways and nomads, on the young 
traffic offender, on psychological factors in eating difficulties among 
children, on obesity in childhood in relation to personality develop- 
ment, on homosexual trends in children, on school phobia and the 
failing student, on the effect of comic books on the ideology of chil- 
dren, and other topics reflected the wide range and scope of the 
studies reported. 

In his presidential address, Dr. Paul L. Schroeder, Director of the 
Illinois Institute for Juvenile Research, traced the development of 
the child-guidance clinic, with special reference to its broad commu- 
nity relationships. The child-guidance clinic, he said, ‘‘has adapted 
itself to the conditions that exist in the community and has set up a 
program of activities in keeping with the needs,’’ and he cited the 
so-called ‘‘area project’’ conducted by the institute in Chicago as an 
interesting and fruitful example of this development. 

Orthopsychiatry, Dr. Schroeder concluded, ‘‘has already served a 
great function and is largely responsible for two important contri- 
butions to the understanding of human behavior: first, the change 
from a static to a dynamic psychiatry, and second, its integration of 
the biologie and social sciences. In its growing awareness of the need 
for its services at the point where people live, its greater identification 
with the people, it has become increasingly less artificial and more 
real, less isolated, and more democratic.’’ 

Upon conelusion of the final business session, at which officers were 
elected for the ensuing year, the convention adjourned to next 
February 19, 20, and 21, at Detroit. The new officers are Dr. Jacob 
Kasanin, of San Francisco, who was elected president to succeed 
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Dr. Schroeder; Dr. Henry C. Schumacher, of Cleveland, who was 
designated president-elect; and Dr. Carl R. Rogers, of Columbus, 
Ohio, who was named vice-president to succeed Dr. Helen Leland 
Witmer. Dr. Norvelle C. LaMar, of New York, was reélected sec- 
retary; Dr. Milton E. Kirkpatrick, of New York, was reélected 
treasurer; and Dr. Lawson G. Lowrey, of New York, was reélected 
editor of the American Journal of Orthopsychiatry. Dr. Schroeder, 
and Dr. Everett M. Kimball, of Northampton, Massachusetts, were 
elected to the board of directors. 


New York State OccuPATIONAL THERAPISTS HoLD ANNUAL INSTITUTE 


Over four hundred persons attended the Fourteenth Annual 
Institute of Chief Occupational Therapists held at the Psychiatric 
Institute and Hospital in New York City, January 20-24, under the 
auspices of the New York State Department of Mental Hygiene. 
Prominent speakers, including physicians and laymen and specialists 
in various forms of activity therapy, addressed the gathering on a 
series of topics related to one aspect or another of this important 
phase of the care and treatment of the mentally ill. 

The five-day program, which reflected the advanced stage of devel- 
opment of occupational therapy in the New York State hospital 
system, was arranged by Mrs. Eleanor Clarke Slagle, Director of the 
Bureau of Occupational Therapy of the Department of Mental 
Hygiene, who presided at all of the meetings. Dr. Nolan D. C. Lewis, 
Director of the Psychiatrie Institute and Hospital, and Dr. H. Beckett 
Lang, Assistant Commissioner of Mental Hygiene, opened the confer- 
ence with addresses of welcome. 

Besides the regular sessions, there were symposia on the various 
arts and crafts, a seminar on psychotherapy, and special symposia 
on occupational therapy in the care and treatment of mental defi- 
ciency and convulsive disorders, on library work, and on the insulin- 
and the metrazol-shock treatment of schizophrenia. The use of music 
in treatment, physical training, and new projects and techniques 
employed by occupational therapists were discussed by members of 
state-hospital staffs and guest speakers. 

The broader aspects of the therapeutic relationship between the 
occupational therapist and the patient were considered by several 
psychiatrists, among them Dr. Leland E. Hinsie, Assistant Director 
of the Psychiatric Institute, who cautioned against a tendency to 
emphasize craft techniques at the expense of trying to understand 
the emotional reactions of the patient to the hospital set-up. Dr. Jule 
Eisenbud, of New York City, spoke on ‘‘transference problems,’’ 
pointing out some of the pitfalls to be avoided in the transference 
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situation and showing how this relationship can be turned to good 
account by the occupational therapist in influencing the behavior of 
the patient. In a paper on hospital ethics, Frederick H. MacCurdy, 
Director of Vanderbilt Clinic and Instructor in Hospital Adminis- 
tration, discussed the subject of tact as an important factor in smooth 
staff-patient relationships. Thinking With Threads was the title of 
an engaging discussion by Mrs. Theodore Roosevelt, Jr., of Oyster 
Bay, New York, who praised the virtues of needlework as an example 
of handwork that has mental-health value, remarking that her hus- 
band often suggests the themes, while her sons supply many of her 
designs, as well as her embroidery frames. 

Other addresses were made by Mrs. May W. V. Buyck, State 
Supervisor, New York State Art Project, Albany; Miss Mary Emlen, 
Instructor, Brooklyn Museum; Edward T. Hall, Director, Universal 
School of Handicrafts, New York City; Dr. Leslie A. Osborn, Willard 
State Hospital; Louis J. Haas, Director, Men’s Therapeutic Occu- 
pations, Westchester Division, New York Hospital, White Plains; 
R. K. Atkinson of Rockville Center, New York; and H. Edmund 
Bullis, of The National Committee for Mental Hygiene. 


Susan WILSON. 


State Socrery News 


Connecticut 

The Connecticut Society for Mental Hygiene has embarked on a 
renewed and determined effort to secure the establishment of a state 
department of mental health, to be responsible for the state’s men- 
tally ill and mentally defective wards and for the conduct of all the 
institutions that care for them. At a meeting of its board, in New 
Haven, on December 18, the society adopted the recommendations of 
its committee on policy and legislation, which drafted a bill to create 
such a department, to consist of a commissioner of mental health 
and a mental-health council, which would provide strong central 
direction and codrdination of the five state institutions now sepa- 
rately administered, and would develop such measures as are neces- 
sary for the carrying out of an integrated state-wide program for 
the treatment, control, and prevention of mental disorders. 

The full codperation of the society’s three thousand members will 
be enlisted in a campaign of public education to secure passage of 
this long-sought legislation to modernize and bring up to standard 
the present inadequate system of mental-health administration. 


Indiana 
The current number of The Mental Hygiene Review, official journal 
of the Indiana Society for Mental Hygiene, contains a selection of 


332 MENTAL HYGIENE 


timely papers presented at the twenty-first annual conference of the 
society held in Indianapolis last spring. The contributors are Judge 
Wilfred Bradshaw, of the Marion County Juvenile Court; Dr. Fred- 
eric B. Knight, of Purdue University ; Miss Helen Sanders, of Indiana 
University; Dr. David Slight, of the University of Chicago; and 
Dr. Franz Alexander, of the Chicago Institute for Psychoanalysis. 
A resolution adopted by the society at the conference, and reported 
in the Review, commends the state department of public welfare for 
its extension of community mental-health clinics, fourteen of which 
have been established by the division of medical care since 1939. 


Michigan 

A $17,000,000 hospital-building program, calling for annual appro- 
priations of eight and a half million dollars during the next two 
years, to bring the state’s treatment provisions for the mentally ill 
abreast of the need, has been recommended to the 1941 legislature 
by the Michigan State Hospital Commission, according to the Michi- 
gan Society for Mental Hygiene, which is campaigning vigorously 
to bring these needs to public attention and to secure legislative 
action. The urgency of the situation was brought out in a statement 
by the governor, in his message to a joint session of the Senate and 
House of Representatives on January 3, that ‘‘there are more than 
2,500 mentally afflicted persons in Michigan to-day requiring state 
hospitalization who are being cared for in private homes, in county 
jails, or who are roaming the streets of our cities.’’ An extended 
analysis of budget recommendations for the fulfillment of this pro- 
gram appears in the leading article of the society’s current bulletin. 


Missouri 

The Board of Directors of the Missouri Association for Mental 
Hygiene, at its meeting on December 1, adopted a broad legislative 
program to bring the conduct of the state’s institutions for the men- 
tally ill further into line with the standards promulgated by the 
American Psychiatric Association, in respect to management and 
personnel. The report of the society’s legislative committee praises 
the splendid carrying forward of the state-hospital program by the 
board of managers under the direction of its chairman, W. E. Jame- 
son, especially the great physical improvement in each institution, 
but it also points out the necessity for certain changes in the present 
statutes, such as an increase in medical personnel in a ratio of one 
physician to every 150 patients, and provision for the appointment 
of state-hospital workers on a merit basis. The committee also rec- 
ommends to the board of managers the filling of the position of state 
health supervisor, which has been vacant for several years, and which 
the existing statutes require shall be occupied by an experienced 
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psychiatrist, whose duty it shall be to direct and supervise the treat- 
ment of the state institutions, as a measure toward the extension of 
state-hospital services to meet the needs of rural areas. 


Oregon 
The Oregon Mental Hygiene Society is sponsoring bills introduced 
in the 1941 legislature to make procedures for the admission of the 
mentally ill to state hospitals more humane and more efficient. The 
new legislation, if enacted, will shift the responsibility for the care 
of the mentally afflicted pending treatment from the sheriff to the 
local public-health officer; will forbid the confinement of persons 
suspected of mental disorder in prisons, jails, or lockups; and will 
provide for emergency commitment under health officer’s certificate 
and the signature of two physicians, in order to make medical aid 
quickly available to mental patients. An ultimate objective and effect 
of these reforms would be to remove mental hospitals from the isola- 
tion they have suffered in the community, and to ‘‘make it possible 
for them to take their place as hospitals in fact as well as in name, 
and thus become an integral part of the social fabric.’’ 


Texas 


‘*Edueation for Mental Hygiene’’ was the theme of the program 
of the Eighth Annual Meeting of the Texas Society for Mental 
Hygiene held in San Antonio on February 14, with approximately 
three hundred members and guests of the society present. Among 
the speakers were Dr. Robert L. Sutherland, Director of the Hogg 
Foundation, University of Texas; Dr. Eugene L. Aten, of the Dallas 
Child Guidance Clinic; Dr. Marion B. Durfee, of the Houston 
Bureau of Mental Hygiene; Dr. Melbourne J. Cooper, of San 
Antonio; Miss Lucille Allen, of Highland Park School, Dallas; Miss 
Bertha K. Duncan, of Texas State College for Women; Mrs. Iva C. 
Gardner, of Baylor University; and Dr. Frank J. O’Brien, then 
Director of the Bureau of Child Guidance and now Associate Super- 
intendent of Schools, New York City. 

The society, at its business session, unanimously endorsed a bill, 
to be introduced in the present legislative session, authorizing the 
board of school trustees of independent school districts and county 
boards of school trustees to employ visiting teachers and school 
psychologists. 

Officers of the society, elected for 1941-42, are: President, Dr. 
Wilmer L. Allison, of Fort Worth; Vice-Presidents, Dr. T. W. 
Buford, of Pattonville, and Dr. Robert I. Sutherland, of Austin; 


Treasurer, H. L. Pritchett, of Dallas; and Secretary, Miss Lucile 
Allen, of Dallas. 
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Virginia 

The Mental Hygiene Society of Virginia will celebrate its fifth 
anniversary at the Virginia Conference of Social Work, which will 
be held in Roanoke on April 25, as it was from the mental-hygiene 
section of that organization that the mental-hygiene society had its 
origin. An executive of the society writes that soon after its estab- 
lishment a synopsis of its aims was published, calling for the appoint- 
ment of a director of state hospitals, with a unified system of control; 
provision of psychiatric wards at both state medical schools; an 
increase in the number of nurses and doctors on state-hospital staffs ; 
and the organization of mental-clinics throughout the state. He 
reports that practically every one of these objectives has been attained 
or is in the process of attainment. 

The society is now intent on extending its gains by an accelerated 
program of community education in the control and prevention of 
mental and personality disorders. Special attention will be given 
to measures for the rehabilitation of those found unfit by the Selec- 
tive Service boards, and a series of four programs has been arranged 
by the society in connection with various meetings, among them the 
Roanoke conference above mentioned, and a special joint session with 
the American Psychiatric Association, to be held on May 8 at Rich- 
mond, at which national defense topics will be discussed. One con- 
ference was held at Danville, on March 11, and another will be held 
in the summer in conjunction with the Institute of Public Affairs 
at the University of Virginia. 


DerenseE Nore From Britain 


Reports from psychiatric and other sources indicate that the mental 
health of Britain is standing up well under the unprecedented strain 
of the air war. Returning American observers express astonishment 
at the small number of psychiatric casualties that have occurred so 
far and the results secured by early diagnosis and treatment of those 
that do occur. All of them comment on the high morale of the people 
of that beleaguered country, which has provoked such wonder and 
admiration here, but they are no less impressed by the remarkably 
efficient work of the Emergency Medical Service in decentralizing and 
unifying the many measures taken to safeguard the mental and 
physical health of the military and civilian populations. 

In the field of mental health, the slogan seems to be ‘‘ business as 
usual.’’ A letter just received from Miss Evelyn Fox, Secretary 
of the Mental Health Emergency Committee of England, gives some 
interesting information about the extension of mental-hygiene services 
under war conditions. At the beginning of the war, child-guidance 
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clinics and other mental-health services were barely functioning at 
all. Since the early confusion, however, these services have been 
greatly enlarged and extended. Some of the clinics in London have 
suffered from bombing, and there was dislocation of the guidance 
clinics, although in the provinces they kept up their work. 

Social workers are on the lookout in rest centers and air-raid 
shelters for all sorts of mental difficulties. Cases of true war neurosis 
are rare, but the chronic psychoneurotics and others present prob- 
lems. The method of procedure is to have one worker in a raided 
area picking up the cases, and another in a reception area finding 
special billets for them and supervising them. Lectures have been 
given to the A.R.P. to educate them in mental-hygiene principles, 
so that they may deal promptly with incipient war neuroses in the 
centers and first-aid posts. The National Council for Mental Hygiene 
has produced a special film, which deals with the prevention and 
treatment of fear. This film has been shown in many cinemas both 
in London and in the provinces. There has been a reorganization 
and amalgamation of the agencies throughout Britain, which func- 
tioned in some way in mental-hygiene work, and treasury grants have 
been made and appointments for new workers have been sanctioned 
by the ministry of health. In evacuating and receiving areas seven 
new child-guidance clinics have been established, with additional ones 
in prospect. All this shows a wonderful spirit on the part of profes- 
sional workers, and demonstrates the courage with which emergency 
conditions are being met by the English people. 


Pusuic Hearty Service Appoints Apvisory CoUNCIL ON 
Psycuiatric RESEARCH 


Surgeon-General Thomas Parran has appointed an advisory council 
on nervous and mental diseases, composed of seven of the country’s 
leading neurologists and psychiatrists, to explore methods of pro- 
moting scientific investigation in the field of mental and nervous 
disorders and to make recommendations as to the future program 
of the United States Public Health Service and the type of organiza- 
tion it should set up to carry on needed research. The council held 
its first meeting in Washington, on December 17, at which the pro- 
posal to establish a national neuropsychiatric research institute was 
diseussed. 

Reporting on the purposes, scope, and significance of the proposed 
institute, which would for the first time bring the full resources of 
thé national government to bear upon the movement to advance 
scientific work in mental and nervous diseases in this country and 
to provide a focal center for research and other related activities in 
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this field, Dr. Lawrence Kolb, Assistant Surgeon-General in charge 
of mental-hygiene activities, explained that it would be established as 
a division of the Public Health Service, working in close collabora- 
tion with St. Elizabeths Hospital (the government hospital for mental 
diseases) in Washington, but administratively independent of it. 
Functionally, the institute would be comparable to the National Insti- 
tute for Cancer Research and would follow substantially the plans 
and specifications in the enactment creating that institution, with 
provisions for a certain number of hospital beds, for laboratory facili- 
ties, and for research fellowships, with an estimated annual budget 
of $750,000. 

It was felt, Dr. Kolb said, that such an institute, functioning as a 
permanent agency of the government and having continuous finan- 
cial support, could give the most effective aid to sustained research 
on fundamental problems on a long-range basis and toward promot- 
ing scientific investigation to the best advantage in any part of the 
broad field. The studies would not be limited to the institute itself, 
but could be carried on anywhere, and the whole project would have 
the guidance and assistance of the advisory council. The National 
Committee for Mental Hygiene, at a meeting of its scientific admin- 
istration committee, held in New York on January 29, voted to 
support the project if and when it is presented to Congress. The 
members of the advisory council are: 

Dr. R. Finley Gayle, Jr., Professor of Neuropsychiatry, Medical 
College of Virginia, Richmond; Dr. Nolan D. C. Lewis, Director, New 
York State Psychiatric Institute and Hospital, New York City; 
Dr. Abraham Myerson, Director of Research, Boston State Hospital ; 
Dr. Arthur H. Ruggles, Secretary, American Psychiatric Associa- 
tion; Dr. Edward A. Strecker, Consultant, Institute for Mental 
Hygiene of the Pennsylvania Hospital, Philadelphia; Dr. Henry W. 
Woltman, Consultant in Neurology, Mayo Clinic, Rochester, Minn. ; 
and Dr. Lloyd H. Ziegler, Associate Medical Director, Milwaukee 
Sanitarium, Wauwatosa, Wis. 


Dr. Frank J. Apporntep AssociATE SUPERINTENDENT OF 
New York Crry ScHoois 


The friends of Dr. Frank J. O’Brien, whose distinguished achieve- 
ments as Director of the Bureau of Child Guidance in New York 
City are known to mental-hygiene workers throughout the country, 
welcome the news of his recent appointment as associate superin- 
tendent of schools. To those of us who have watched the progressive 
development of measures to deal with the needs of exceptional chil- 
dren in that city’s school system, Dr. O’Brien’s designation by the 
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board of education to the new post, referred to by Mayor LaGuardia 
as ‘‘one of the most important positions in the United States,’’ is 
especially gratifying as a further expression of this progressive spirit 
and of the board’s determination to provide the best in public educa- 
tion for ‘‘all the children.’’ 

The annual report of Superintendent Campbell, issued in January, 
contains an impressive account of the advances made during the past 
two decades in the provision of facilities of every description for 
physically and mentally handicapped children. Special classes for 
the mentally retarded, for example, have increased from 241 in 1919 
to 511 in 1940, which now care for a total of nearly 10,000 children. 

The naming of Dr. O’Brien to this responsible post is significant 
of the growing acceptance of personality and mental health as equally 
important factors with scholastic training, and as a further move in 
the codrdination of special activities for and the centering of interest 
on the individual child, as exemplified in this enlightened and pioneer- 
ing work of the New York City schools. 


Dr. L. VERNON Briaes 


The death of Dr. L. Vernon Briggs, of Boston, removes from the 
world of psychiatry one of its most active figures and ends a 
career of unusual and varied professional and public achievement. 
Dr. Briggs contributed notably to the advancement of the mental- 
hygiene movement, which felt the force of his influence at many 
points. His brilliant work for better care and treatment of the 
mentally afflicted, beginning with his appointment as Secretary of 
the Massachusetts State Board of Insanity, in 1913, which helped 
to make the Massachusetts state-hospital system an example for 
emulation by the rest of the country; his reforms in the medico-legal 
management of mentally affected offenders against society, culminat- 
ing in the enactment of that model of enlightened legislation, known 
as the ‘‘Briggs Law,’’ for which he was so justly famous; his distin- 
guished service in the psychiatric organization of the army which, 
by its control of ‘‘shell shock’’ and other mental and nervous dis- 
orders, did so much to conserve man power, morale, and fighting 
efficiency in the A.E.F. during the last World War—these are some 
of the eminences from which we may view in perspective the rich 
productiveness and significance of his life work. 

He was outstanding among American psychiatrists, both as a 
physician and as a public servant, in his uncommon understanding 
of the social implications of his specialty, his rare vision and imagina- 
tion, his progressive outlook and crusading spirit, and his ability to 
translate sound theory into effective practice, to mention only a few 
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of his splendid qualities. Few men in American psychiatry have left 
upon this branch of medicine the impress of their personalities and 
accomplishments as Dr. Briggs has. By the importance and diversity 
of his many contributions to the cause of mental health, he has put 
the profession and the country in his debt. 


New PvuBLICATIONS 


A new forum for discussion of the economic and social aspects of 
medicine, by physicians and laymen, is provided by Medical Care, 
a quarterly publication of the Committee on Research in Medical 
Economies, the first issue of which appeared in January. According 
to Michael M. Davis, chairman of this committee and editor of the 
journal, ‘‘the views and interests of the professions that furnish 
medical care and of the people who receive it are equally to be con- 
sidered.’’ The initial number of the new periodical contains articles, 
editorials, and feature departments dealing with such timely topics 
as health preparedness in relation to the national-defense program, 
medical care for industrial workers in defense industries as a factor 
in productive efficiency, medical arrangements for the care of air-raid 
victims in Britain, and a review of what twenty-four state medical 
societies did during 1940 concerning voluntary health-insurance plans. 
The magazine has a group of forty-five editorial advisers, including 
members of the medical and allied professions, social scientists, public 
administrators, and men and women representing the general public 
interest. The editorial offices are at 1790 Broadway, New York City. 
The subscription rate is $3.00 a year. 


The American Journal of Mental Deficiency is the new official 
publication of the American Association on Mental Deficiency. It 
is a continuation of the proceedings and The Journal of Psycho- 
Asthenics published previously by the association, and is issued 
quarterly. Each number will contain about 160 pages of adminis- 
trative, clinical, educational, and research articles, as well as an 
editorial, committee reports, surveys, abstracts, book reviews, and 
news notes pertaining to all phases of the field of mental subnormality. 

The purpose of the association, which was founded sixty-four years 
ago, is ‘‘to study and investigate all subjects pertaining to the cause, 
prevention, instruction, care, and general welfare of the mentally 
deficient.’’ The new journal carries forward in a new and improved 
way its endeavor to inform lay and scientific groups of the work 
of the association and its members. 

All correspondence regarding material for the journal should be 
directed to the editor, Dr. Edward J. Humphreys, Thiells, N. Y. 
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Orders for the journal should be sent to the business manager, 
Dr. E. Arthur Whitney, Elwyn, Pa. The subscription rate is $4.00 
a year. 


‘‘White-collar’’ criminality is the subject of one of several pro- 
voeative articles in the 1940 yearbook of the National Probation 
Association, published under the title Dealing With Delinquency. 
The contents include two contributions by psychiatric writers on the 
treatment of the delinquent and on sex offenders. Copies are avail- 
able (at $1.25 paper-bound, $1.75 cloth-bound) from the offices of the 
association at 1790 Broadway, New York City. 


Mind Your Mind is the title of an interesting pamphlet by Dr. 
James Watson, issued by the North Carolina State Board of Chari- 
ties and Public Welfare. It is a compilation of short articles that 
appeared in North Carolina newspapers as part of a state-wide educa- 
tional program in mental hygiene, and that have been reprinted 
because of the many requests received from persons in and out of 
the state. Copies may be obtained free by addressing the Division 
of Information, State Board of Charities and Public Welfare, Raleigh, 
N. C. Ask for Bulletin No. 21. 


In response to increasing requests for popular pamphlet literature 
on mental health, the United States Public Health Service has begun 
the issuance of brief simple treatises on the various mental and 
nervous disorders, prepared in the form of two- and four-page mimeo- 
graphed leaflets. The first two in the series deal, respectively, with 
nervousness and epilepsy. Single copies may be secured free from the 
Public Health Service, Federal Security Agency, Washington, D. C. 


Publicity and health-education workers in mental-hygiene organi- 
zations may be interested in seeing the fine collection of pamphlets 
and posters issued by the National Tuberculosis Association in con- 
nection with its 1941 Early Diagnosis Campaign, to which the month 
of April is devoted. This is an annual organized effort in mass 
education, on a nationwide scale, to control, and ultimately to wipe 
out, a disease that is still the leading cause of death among women 
between the ages of twenty and thirty, and among men between 
thirty and forty, in spite of the great reduction in mortality from 
the disease brought about in the last generation. About 500,000 
people are sick with tuberculosis in the United States, 150,000 of them 
without medical care. Sample kits of this campaign literature are 
available from local tuberculosis associations free of charge. 


A new edition of Recommended Reading, a selected list of books 
on mental hygiene and related subjects, has just been issued by The 
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National Committee for Mental Hygiene. It contains some three 
hundred titles covering various phases of this broad subject. The 
books range from technical and professional texts to popular treatises 
for the layman, including many recent publications as well as the 
older standard works. A selected list of periodicals in mental hygiene, 
psychiatry, and related fields is also presented. Free copies distrib- 
uted on request from The National Committee for Mental Hygiene, 
1790 Broadway, New York City. 


Cincinnati Society or NEUROLOGY AND PSYCHIATRY 


The formation of the Cincinnati Society of Neurology and Psy- 
chiatry was recently announced by Dr. Charles D. Aring, of the 
Cincinnati General Hospital. The first scientific meeting of this latest 
of regional and local professional societies forming throughout the 
country to advance the interests of this branch of medicine was held 
at the University Club in Cincinnati on January 23. Officers of the 
society are: Dr. Thomas A. Ratliffe, President; Dr. E. Armitage 
Baber, Vice-President ; and Dr. Charles D. Aring, Secretary-Treasurer. 


TrisuTe TO Dr. ScHILDER PLANNED 


The Society for Psychotherapy and Psychopathology of New York 
has appointed a committee headed by Dr. Bernard Glueck to arrange 


for the publication of one or more of the books of the late Dr. Paul 
Schilder. Contributions to make such publications possible may be 


sent to the secretary of the committee, Frank J. Curran, M.D., 404 
E. 55th Street, New York City. 
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